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AMERICAN  ASSOCIATION 

OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


AMERICAN  ASSOCIATION 

OF 

OBSTETBICIANS  AND  GYNECOLOGISTS. 


CONSTITUTION. 

I.  The  name  of  this  Association  shall  be  The  American  Associa- 
tion op  Obstetricians  and  Gynecologists. 

II.  Its  object  shall  be  the  cultivation  and  promotion  of  knowledge 
in  whatever  relates  to  Abdominal  Surgery,  Obstetrics,  and  Gynecology. 

MEMBERS. 

III.  The  members  of  this  Association  shall  consist  of  Ordinary  Fel- 
lows, Honorary  Fellows,  and  Corresponding  Fellows. 

The  Ordinary  Fellows  shall  not  exceed  one  hundred  in  number. 
The  Honorary  Fellows  shall  not  exceed  ten  American  and  twenty- 
five  foreign. 

Candidates  shall  be  proposed  to  the  Executive  Council  one  month 
before  the  first  day  of  meeting  by  two  Fellows,  and  shall  be  balloted 
for  at  the  annual  meeting,  a  list  of  names  having  been  sent  to  every 
Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  vote  in  the  affirmative  of  all  the  members  present  shall 
be  necessary  to  elect — fifteen  Fellows  at  least  being  in  attendance. 

All  candidates  for  active  fellowship  shall  submit  to  the  Executive 
Council,  at  least  one  month  before  the  annual  meeting,  an  original 
paper  relating  to  abdominal  Surgery,  Obstetrics,  or  Gynecology. 

HONORARY  FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be  vested  in 
the  Executive  Council. 

Their  election  shall  take  place  in  the  same  manner  as  that  of  Ordi- 
nary Fellows. 
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CONSTITUTION. 


They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows  excepting  to 
vote  or  hold  office,  but  shall  not  be  required  to  pay  any  fee. 

CORRESPONDING  FELLOWS. 

V.  The  Corresponding  Fellows  shall  be  recommended  by  the  Execu- 
tive Council,  and  elected  by  the  Association. 

They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting 
to  vote  or  hold  office,  and  shall  be  entitled  to  a  copy  of  the  Annual 
Transactions. 

They  shall  pay  an  entrance  fee  of  twenty-five  dollars. 

OFFICERS. 

VI.  The  officers  of  this  Association  shall  be  a  President,  two  Vice- 
Presidents,  a  Secretary,  a  Treasurer,  and  five  Executive  Councillors. 

The  nomination  of  all  officers  shall  be  made  in  open  session  at  the 
business  meeting,  and  the  election  shall  be  by  ballot. 

The  officers  shall  enter  upon  their  duties  immediately  before  the 
adjournment  of  the  meeting  at  which  they  were  elected,  and  shall  hold 
office  for  one  year. 

Any  vacancy  occurring  during  the  recess  may  be  filled  temporarily 
by  the  Executive  Council. 

ANNUAL  MEETINGS. 

VII.  The  time  and  place  of  holding  the  annual  meeting  shall  be 
determined  by  the  Association  each  time  before  adjournment. 

It  shall  continue  for  three  days,  unless  otherwise  ordered  by  vote  of 
the  Association. 

AMENDMENTS. 

VIII.  This  Constitution  may  be  amended  by  a  two-thirds  vote  of  all 
the  Fellows  present  at  the  annual  meeting,  provided,  that  notice  of  the 
proposed  amendment  has  been  given  in  writing  at  the  annual  meeting 
next  preceding  ;  and,  provided  further,  that  it  shall  have  been  printed 
in  the  notification  of  the  meeting  at  which  the  vote  is  to  be  taken. 


AMERICAN  ASSOCIATION 

OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


BY-LAWS. 

THE  PRESIDING  OFFICER. 

I.  The  President,  or  in  his  absence  one  of  the  Vice-Presidents,  shall 
preside  at  all  meetings,  and  perform  such  other  duties  as  ordinarily 
pertain  to  the  Chair. 

The  presiding  officer  shall  be  ex-ofjicio  chairman  of  the  Executive 
Council,  but  shall  vote  therein  only  in  case  of  a  tie. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  meetings  of 
the  Association  and  of  the  Council,  of  which  latter  he  shall  be  ex-cfficio 
clerk,  but  shall  be  entitled  to  vote  therein. 

He  shall  collect  all  moneys  due  from  the  members,  and  shall  pay  the 
same  over  to  the  Treasurer,  taking  his  receipt  therefor. 

He  shall  supervise  and  conduct  all  correspondence  of  the  Associa- 
tion ;  he  shall  superintend  the  publication  of  the  Transactions  under 
the  direction  of  the  Executive  Council,  and  shall  perform  all  the  ordi- 
nary duties  of  his  office. 

He  shall  be  the  custodian  of  the  seal,  books,  and  records  of  the 
Association. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  from  the  Secretary,  pay 
all  bills,  and  render  an  account  thereof  at  the  annual  meetings,  when 
an  Auditing  Committee  shall  be  appointed  to  examine  his  accounts 
and  records. 
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BY-LAWS. 


IV.  The  Executive  Council  shall  meet  as  often  as  the  interests  of 
the  Association  may  require.  The  President,  or  any  three  members, 
may  call  a  meeting,  and  a  majority  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Association,  sub- 
ject to  the  action  of  the  house  at  its  annual  meetings. 

It  shall  have  control  of  the  publications  of  the  Association,  with  full 
power  to  accept  or  reject  papers  or  discussions. 

It  shall  have  control  of  the  arrangements  for  the  annual  meetings, 
and  shall  determine  the  order  of  the  reading  of  papers. 

It  shall  constitute  a  court  of  inquiry  for  the  investigation  of  all 
charges  against  members  for  offences  involving  law  or  honor,  and  shall 
have  the  sole  power  of  moving  the  expulsion  of  any  Fellow. 

ORDER  OP  BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the  Association 
shall  be  as  follows  : 

1.  General  meeting  at  10  o'clock  a.m. 

a.  Reports  of  Committee  on  Scientific  Questions. 

b.  Reading  of  Papers  and  Discussions  of  the  same. 

2.  The  Business  Meeting  shall  be  held  at  half-past  eight  o'clock 
p.m.  on  the  second  day  of  the  session  (unless  otherwise  ordered 
by  vote),  at  which  only  the  Fellows  of  the  Association  shall 
be  present.  The  Secretary's  Record  shall  then  be  read  ;  the 
Treasurer's  Accounts  submitted ;  the  Reports  of  Committees 
on  other  than  Scientific  subjects  offered  ;  and  all  Miscellaneous 
Business  transacted. 

PAPERS. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meeting  shall 
be  furnished  to  the  Secretary  not  later  than  one  month  before  the  first 
day  of  the  meeting. 

No  paper  shall  be  read  before  the  Association  that  has  already  been 
published,  or  that  has  been  read  before  any  other  body. 

Not  more  than  thirty  minutes  shall  be  occupied  in  reading  any 
paper  before  the  Association. 

All  papers  read  before  the  Association  shall  become  its  sole  property 
if  accepted  for  publication  ;  and  the  Executive  Council  may  decline  to 
publish  any  paper  not  handed  to  the  Secretary  complete  before  the  final 
adjournment  of  the  annual  meeting. 


BY-LAWS. 
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QUORUM. 

VII.  The  Fellows  present  shall  constitute  a  quorum  for  all  business, 
excepting  the  admission  of  new  Fellows  or  acting  upon  amendments  to 
the  Constitution,  when  not  less  than  fifteen  Fellows  must  be  present. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  professional  char- 
acter of  any  Fellow  shall  be  in  order  at  any  meeting,  except  when 
introduced  by  the  Executive  Council. 

FINANCE. 

IX.  Each  Fellow,  on  admission,  shall  pay  an  initiation  fee  of  twenty- 
five  dollars,  which  shall  include  his  dues  for  the  first  year. 

Every  Fellow  shall  pay  in  advance  the  sum  of  twenty  dollars  annu- 
ally thereafter. 

Any  Fellow  neglecting  to  pay  his  annual  dues  for  two  years  shall 
forfeit  his  membership. 

The  Secretary  shall  receive  annually  a  draft  from  the  President 
drawn  on  the  Treasurer  for  a  sum,  to  be  fixed  at  each  annual  meeting, 
for  the  services  he  shall  have  rendered  the  Association  during  the  year. 

A  contingent  fund  of  one  hundred  dollars  shall  annually  be  placed 
at  the  disposal  of  the  Secretary  for  current  expenses,  to  be  disbursed 
by  him,  and  for  which  he  shall  present  proper  vouchers. 

ATTENDANCE. 

X.  Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  consecutive  years  shall,  unless  he  offer  a  satisfactory  excuse,  be 
dropped  from  fellowship  upon  vote  of  the  Executive  Council. 

RULES. 

XI.  Robert's  Rules  of  Order  shall  be  accepted  as  a  parliamentary 
guide  in  the  deliberations  of  the  Association. 

AMENDMENTS. 

XII.  These  By-laws  may  be  amended  by  a  two-thirds  vote  of  the 
Fellows  present  at  any  meeting ;  provided,  previous  notice  in  writing 
has  been  given  at  the  annual  meeting  next  preceding  the  one  at  which 
the  vote  is  to  be  taken. 
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1889.  — Charpentier,  Arthur  Louis  Alphonse,  M.D.  Fellow  of 
the  Faculty  of  Medicine  of  Paris ;  Member  of  the  Academy  of  Medi- 
cine ;  and  Chevalier  of  the  Legion  of  Honor.  66  Rue  de  Miromesnil, 
Paris,  France. 

1888. — Cordes,  August  Elisee,  M.D.  Member  of  the  Royal 
College  of  Physicians,  London ;  Fellow  of  the  Obstetrical  Society  of 
London,  and  of  the  British  Gynecological  Society ;  Corresponding 
National  Member  of  the  Obstetrical  and  Gynecological  Society  of 
Paris ;  Honorary  Fellow  of  the  Detroit  Gynecological  Society ;  late 
"  Chirurgien-adjoint "  of  the  Obstetrical  and  Gynecological  Clinic  at 
the  Maternity  of  Geneva ;  Consulting  Accoucheur  of  the  Misericorde 
Hospital,  etc.  Paris,  France. 

1890.  — Corson,  Hiram,  M.D.    Maple  Hill,  Plymouth  Meeting,  Pa 

1889— Croom,  J.  Halliday,  M.D.,  F.R.C.P.E.,  F.R.C.S.E.  Lec- 
turer on  Midwifery  and  the  Diseases  of  Women  at  the  School  of 
Medicine ;  Physician  to  the  Royal  Maternity  Hospital ;  Physician  for 
Diseases  of  Women,  Western  Dispensary ;  Vice-President  of  the 
Obstetrical  Society.    25  Charlotte  Square,  Edinburgh,  Scotland. 
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1889. — Dunlap,  Alexander,  M.D.    Springfield,  O. 

1888.  — Edis,  Arthur  Wellesley,  M.D.  Lond.,  F.R.C.S.,  M.R.C.S. 
Senior  Physician  to  the  Chelsea  Hospital  for  Women  ;  late  Ohstetric 
Physician  to  the  Middlesex  Hospital,  and  Lecturer  on  Midwifery  to 
the  Medical  School ;  late  President  of  the  British  Gynecological 
Society,  and  Vice-President  of  the  Obstetrical  Society  of  London  ; 
Corresponding  Fellow  of  the  Gynecological  Society  of  Boston,  U.  S. ; 
Consulting  Obstetric  Physician  to  the  City  Provident  Dispensary,  and 
Hounslow  College  Hospital.    22  Wimpole  Street,  London,  England. 

1889.  — Eklus^d,  Fr.,  M.D.    Stockholm,  Sweden. 

1889. — Freund,  William  Alexander,  M.D.  Professor  and  Di- 
rector of  the  Clinic  for  Diseases  of  Women  in  the  King  William 
University.    2  Nikolaustaden,  Strassburg,  Germany. 

1890—  Green,  Traill,  M.D.  222  Spring  Garden  Street,  Easton 
Pa. 

1889 —  Keith,  Thomas,  M.D.  42  Charles  Street,  Berkeley  Square, 
W.,  London,  England. 

1889.  — Leopold,  G.,  M.D.  Professor  in  the  Royal  Clinic  for  Dis- 
eases of  Women.    12  Seminar-Strasse,  Dresden,  Germany. 

1890.  — Martin,  August,  M.D.  N.  W.  Alexander  TJfer,  1,  Berlin, 
Germany. 

1889 .— Nicolaysen,  Julius,  M.D.  Professor  of  Surgery  in  the 
University  of  Norway.    Christiania,  Norway. 

1889.— Sanger,  Max,  M.D.  Lecturer  on  Obstetrics  and  Gyne- 
cology, University  of  Leipzig ;  late  President  of  the  Leipzig  Obstet- 
rical Society  ;  Honorary  Member  of  the  Obstetrical  Societies  of  Phila- 
delphia and  Chicago ;  Honorary  Member  of  the  Belgian  Gynecological 
Society,  Brussels ;  Corresponding  Member  of  the  Medical  Society  of 
Christiania,  Norway.    16  Lindenstrasse,  Leipzig,  Germany. 

1890—  Savage,  Thomas,  M.D.,  F.R.C.S.  Eng.  Surgeon  to  the 
Birmingham  Hospital  for  Women.  33  Newhall  Street,  Birmingham, 
England. 

1889—  Schultze,  Bernhard  Sigmund,  M.D.  Professor  of  Gyne- 
cology ;  Director  of  the  Lying-in  Institute,  and  of  the  Gynecological 
Clinic.    2  Sellierstrasse,  Jena,  Germany. 

1888.— Smith,  J.  Greig,  M.  A.,  C.  M..  M.  B.,  F.  R.  S.  E.  Surgeon 
to  the  Bristol  Royal  Infirmary  ;  Lecturer  on  Surgery,  Bristol  Medical 
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School ;  late  Examiner  in  Surgery,  University  of  Aberdeen,  Scot- 
land.   16  Victoria  Square,  Clifton,  Bristol,  England. 

1888.— Tait,  Lawson,  M.D.,  LL.  D.,  F.  R.  C.  S.  E.  Surgeon  to  the 
Birmingham  and  Midland  Hospital  for  Women  ;  Consulting  Surgeon 
to  the  West  Bromwich  and  the  Nottingham  Hospitals  for  Women  ; 
Professor  of  Gynecology  and  Member  of  the  Council  in  Queen's  Col- 
lege ;  President  of  Mason's  Science  College ;  Ex-President  of  the 
British  Gynecological  Society  ;  President  of  the  Birmingham  Medical 
Institute ;  Ex-President  of  the  Birmingham  and  Midland  Counties 
Branch  of  the  British  Medical  Association  ;  President  of  the  Worces- 
tershire and  Herefordshire  Branch  of  the  British  Medical  Association. 
7  The  Crescent,  Birmingham,  England. 

1888.  — Williams,  John,  M.D.,  F.  R.  C.  P.  63  Brook  Street,  Lon- 
don, England. 

1889.  — Winckel,  F.,  M.D.  Professor  of  Gynecology  and  Director 
of  the  Royal  Hospital  for  Women  ;  Member  of  the  Supreme  Council, 
and  of  the  Faculty  of  Medicine  in  the  University  of  Munich.  16  a 
Sonnenstrasse,  Munich,  Germany. 
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Founder. — Allen,  Henry  Bigelow,  M.D.  Professor  of  Obstetrics, 
College  of  Medicine,  Syracuse  University.    Baldwinsville,  N.  Y. 

1890. — Asdale,  William  J.,  M.D.  Professor  of  Diseases  of 
Women,  Western  Pennsylvania  Medical  College.  2107  Penn  Avenue, 
Pittsburg,  Pa. 

Founder. — Baker,  Washington  H.,  M.D.  Senior  Obstetrician  to 
the  Maternity  Hospital ;  Physician  to  the  German  Hospital.  1610 
Summer  Street,  Philadelphia,  Pa. 

Founder. — Banta,  Rollin  Ledrue,  M.D.  Consulting  Obstetrician 
to  the  Sisters  of  Charity  and  Maternity  Hospitals ;  President  of  the 
Buffalo  Obstetrical  Society  1887-88.  Vice-President,  1890.  Executive 
Council,  1891.    358  South  Division  Street,  Buffalo,  N.  Y. 

1889.  — Barrow,  David,  M.D.  196  East  High  Street,  Lexington, 
Kentucky. 

Founder. — Beckwith,  Frank  E.,  M.D.  Professor  of  Clinical 
Gynecology,  Yale  University ;  Gynecologist  to  the  New  Haven  Hos- 
pital.   139  Church  Street,  New  Haven,  Conn. 

1890.  — Bernardy,  Eugene  Prosper,  M.D.  221  South  Seven- 
teenth Street,  Philadelphia,  Pa. 

1890. — Bond,  Young  Hance,  M.D.  Dean  and  Professor  of  Gyne- 
cology, Marion-Sims  College  of  Medicine.  914  North  Grand  Avenue, 
St.  Louis,  Mo. 

Founder. — Boyd,  James  Peter,  A.M.,  M.D.  Professor  of  Ob- 
stetrics and  the  Diseases  of  Women  and  Children,  Albany  Medical 
College ;  Gynecologist  to  the  Albany  Hospital ;  Consulting  Obstetric 
Surgeon  to  St.  Peter's  Hospital ;  Fellow  of  the  British  Gynecological 
Society.    152  Washington  Avenue,  Albany,  N.  Y. 

1889. — Branham,  Joseph  H.,  M.D.  Demonstrator  of  Anatomy, 
College  of  Physicians  and  Surgeons ;  Visiting  Surgeon  to  Bayview 
Hospital.    538  North  Arlington  Avenue,  Baltimore,  Md. 

1889. — Burns,  Bernard,  M.D.  Gynecologist  to  the  Mercy  Hospi- 
tal.   35  Federal  Street,  Allegheny  City,  Pa. 

Founder. — Carson,  Norman  Bruce,  M.D.    Surgeon  to  the  St. 
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Louis  Mullanphy  Hospital ;  Surgeon  to  the  Augusta  Free  Hospital  ; 
Surgeon  to  St.  Vincent's  Insane  Hospital ;  Consulting  Surgeon  to  the 
City  Hospital;  Adjunct  Professor  of  Surgery,  St.  Louis  Medical  Col- 
lege.   209  North  Jefferson  Avenue,  St.  Louis,  Mo. 

Founder. — Carstens,  J.  Henry,  M.D.  Professor  of  Obstetrics 
and  Clinical  Gynecology,  Detroit  College  of  Medicine ;  Gynecologist 
to  Harper  Hospital ;  Attending  Physician  to  the  Woman's  Hospital ; 

\ Obstetrician  to  the  House  of  Providence.    Vice-President,  1888-89. 
21  Macomb  Street,  Detroit,  Michigan. 
Founder. — Clarke,  Augustus  Peck,  A.M.,  M.D.  693  Main  Street, 
Cambridge,  Mass. 

1890.— Coles,  Walter,  M.D.  Gynecologist  to  St.  Mary's  Infirm- 
ary ;  Consulting  Physician  to  St.  Ann's  Lying-in  Asylum.  3200  Pine 
Street,  St.  Louis,  Mo. 

1889. — Conklin,  William  Judkins,  A.M.,  M.D.  Visiting  Sur- 
geon to  St.  Elizabeth's  Hospital.  President  of  the  Medical  Society  of 
the  State  of  Ohio,  1891.    Dayton,  Ohio. 

Founder. — Cushing,  Clinton,  M.D.  Professor  of  Gynecology  in 
Cooper  Medical  College.  Executive  Council,  1888-'9l.  636  Sutter 
Street,  San  Francisco,  Cal. 

1889. — Davis,  William  Elias  B.,  M.D.  Secretary  of  the  Southern 
Surgical  and  Gynecological  Association,  1888-'91 ;  Surgeon  to  the 
Birmingham  Hospital  of  United  Charities ;  Member  of  the  Jefferson 
County  Board  of  Medical  Examiners  ;  Secretary  of  the  Surgical  Sec- 
tion of  the  American  Medical  Association,  1891.  210  Fourth  Avenue, 
Birmingham,  Ala. 

1889.— Dean,  George  R.,  A.B.,  M.D.  6  South  Church  Street, 
Spartanburg,  S.  C. 

1889.  — Douglas,  Richard,  M.D.  Professor  of  Diseases  of  Women 
and  Clinical  Gynecology  in  the  Medical  Departments  of  the  University 
of  Nashville  and  Vanderbilt  University ;  Fellow  of  the  British  Gyne- 
cological Society;  Member  of  the  Southern  Surgical  and  Gynecological 
Association.    110  Spruce  Street,  Nashville,  Tenn. 

Founder. — Eliot,  Llewellyn,  M.D.  Surgeon  to  the  Eastern  Dis- 
pensary; Attending  Physician  to  St.  Ann's  Infant  Asylum.  1106  P 
Street,  N.  W.,  Washington,  D.  C. 

1890.  — Fenger,  Christian,  M.D.  Professor  of  the  Principles  of 
Surgery  and  Clinical  Surgery  in  the  College  of  Physicians  and  Sur- 
geons.   269  La  Salle  Avenue,  Chicago,  111. 

1890. — Frederick,  Carlton  C,  M.D.  Adjunct  Professor  of  Ob- 
stetrics in  the  Medical  Department  of  Niagara  University ;  Attending 
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Physician  to  the  Maternity  Hospital.  64  Richmond  Avenue,  Buffalo, 
New  York. 

1889. — Gardner,  William  Sisson,  M.D.  Lecturer  on  Obstetrics 
in  the  College  of  Physicians  and  Surgeons ;  Attending  Physician  to  the 
Maryland  Lying-in  Asylum.    410  Hanover  Street,  Baltimore,  Md. 

Founder. — Glasgow,  Frank  A.,  A.B.,  M.D.  In  charge  of  the 
Female  Medical,  Children's  Medical,  and  the  Gynecological  Depart- 
ments of  the  St.  Louis  Mullanphy  Hospital ;  Lecturer  on  Clinical 
Gynecology  in  the  St.  Louis  Medical  College  ;  Physician  and  Patholo- 
gist to  the  Augusta  Free  Hospital  for  Children ;  Consultant  to  the  St. 
Louis  (city)  Female  Hospital.  Washington  Flats,  Grand  Avenue  and 
Olive  Street,  St.  Louis,  Mo. 

1889. — Hall,  Rufus  Bartlett,  M.D.  Professor  of  Gynecology 
in  the  Cincinnati  Polyclinic  ;  Clinical  Lecturer  on  Gynecology  in  the 
Miami  Medical  College.  Vice-President,  1891.  154  West  Eighth 
Street,  Cincinnati,  Ohio. 

Founder. — Hill,  Hampton  Eugene,  M.D.  Executive  Council, 
1890.    Saco,  Maine. 

1889.  — Hoffman,  Joseph,  B.A.,  M.D.  126  West  Diamond  Street, 
Philadelphia,  Pa. 

1890— Hughes,  Donnel,  M.D.  4005  Chestnut  Street,  Philadel- 
phia, Pa. 

Founder. — III,  Edward  Joseph,  M.D.  Surgeon  to  the  Woman's 
Hospital  ;  Gynecologist  to  St.  Barnabas'  and  Physician  to  the  German 
Hospitals.    1002  Broad  Street,  Newark,  N.  J. 

Founder. — Jarvis,  George  Cyprian,  M.D.  Visiting  Physician 
and  Surgeon  to  the  Hartford  Hospital.  98  High  Street,  Hartford,  Conn. 

Founder.— Kellogg,  John  Harvey,  M.D.  Superintendent  and 
Gynecologist  of  the  Sanitarium  Hospital;  Fellow  of  the  British  Gyne- 
cological Society.    Battle  Creek,  Michigan. 

1890.  — Krug,  Florian,  M.D.  Gynecologist  to  the  German  Hos- 
pital ;  Fellow  of  the  Academy  of  Medicine ;  Member  of  the  Obstetrical 
Society ;  Member  of  Medical  Society  of  the  County  of  New  York ; 
Member  of  the  German  Medical  Society.  13  East  Forty-first  Street, 
New  York,  N.  Y. 

1890. — Longyear,  Howard  W.,  M.D.  Gynecologist  to  Harper 
Hospital ;  Physician  to  the  Woman's  Hospital.  698  Woodward 
Avenue,  Detroit,  Mich. 

Founder.  —  Lothrop,  Thomas,  M.D.  Professor  of  Obstetrics, 
Niagara  University ;  Director  of  the  Maternity  Hospital ;  Physician 
to  St.  Francis'  Hospital ;  Consulting  Physician  to  the  Hospital  of  the 
Sisters  of  Charity.    153  Delaware  Avenue,  Buffalo,  N.  Y. 
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Founder. — McArdle,  Thomas  Eugene,  A.M.,  M.D.  Professor  of 
Minor  Surgery  in  the  National  Medical  College ;  Lecturer  on  Surgical 
Nursing  in  the  Training  School  for  Nurses.  1311  Connecticut  Avenue, 
Washington,  D.  C. 

Founder. — McMurtry,  Lewis  Samuel,  A.M.,  M.D.  Gynecologist 
to  Sts.  Mary  and  Elizabeth  Hospital ;  President  of  the  Southern 
Surgical  and  Gynecological  Association,  1891  ;  formerly  Professor  of 
Anatomy  in  the  Kentucky  School  of  Medicine;  Ex-President  of  the 
Kentucky  State  Medical  Society ;  Fellow  of  the  Edinburgh  Obstet- 
rical Society ;  Corresponding  Member  of  the  Obstetrical  Society  of 
Philadelphia,  of  the  Gynecological  Society  of  Boston,  and  of  the  New 
Orleans  Medical  and  Surgical  Association.  Executive  Council,  1891. 
231  West  Chestnut  Street,  Louisville,  Ky. 

Founder. — Manton,  Walter  Porter,  M.D.  Visiting  Physician 
to  the  Woman's  Hospital  ;  Consulting  Gynecologist  to  the  Michigan 
State  Asylum  for  the  Insane ;  Fellow  of  the  British  Gynecological 
Society ;  Fellow  of  the  Royal  Microscopical  Society.  83  Lafayette 
Avenue,  Detroit,  Michigan. 

Founder. — Marcy,  Henry  Orlando,  A.M.,  M.D.,  LL.D.  Surgeon 
to  the  Private  Hospital  for  Women,  Cambridge  ;  President  of  the  Sec- 
tion of  Gynecology,  Ninth  International  Medical  Congress ;  late  Presi- 
dent of  the  American  Academy  of  Medicine ;  Member  of  the  British 
Medical  Association  ;  Member  of  the  Massachusetts  Medical  Society  ; 
Member  of  the  Boston  Gynecological  Society ;  Corresponding  Member 
of  the  Medico-Chirurgical  Society  of  Bologna,  Italy.  116  Boylston 
Street,  Boston,  Mass. 

Founder. — Maxwell,  Thomas  Jefferson,  M.D.  Professor  of 
Obstetrics  and  Gynecology,  College  of  Physicians  and  Surgeons;  Sur- 
geon to  St.  Joseph's  Hospital.  727  North  Ninth  Street,  Keokuk,  Iowa. 

Founder. — Miller,  Aaron  Benjamin,  M.D.  Instructor  in  Gyne- 
cology, Medical  Department  of  Syracuse  University ;  Gynecologist  to 
the  House  of  the  Good  Shepherd.  121  West  Fayette  Street,  Syracuse, 
N.  Y. 

Founder. — Montgomery,  Edward  Emmett,  B.S.,  M.D.  Professor 
of  Didactic  and  Clinical  Gynecology  in  the  Medico-Chirurgical  College ; 
Gynecologist  to  the  Medico-Chirurgical  Hospital ;  Obstetrician  to  the 
Philadelphia  Hospital.  Vice-President,  1888-89;  President,  1890 
1818  Arch  Street,  Philadelphia,  Pa. 

1890. — Morris,  Robert  T.,  M.D.  Instructor  in  Surgery  at  the 
New  York  Post-Graduate  Medical  School  and  Hospital ;  Consulting 
Surgeon  to  the  Woman's  Hospital  of  Brooklyn.  133  West  Thirty- 
fourth  Street,  New  York,  N.  Y. 
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Founder. — Moses,  Gratz  Ashe,  M.D.  Professor  of  Obstetrics  and 
Gynecology  in  the  Missouri  Medical  College ;  formerly  in  charge  of  the 
Woman's  Department,  St.  Louis  Hospital,  and  Clinical  Lecturer  in 
Gynecology,  St.  Louis  Medical  College ;  Physician  to  Augusta  Hos- 
pital ;  Consultant  to  the  St.  Louis  Female  Hospital.  2901  Washington 
Avenue,  St.  Louis,  Mo. 

Founder. — Myers,  William  Henchel,  M.D.  Vice-President,  1890. 
157  West  Wayne  Street,  Fort  Wayne,  Indiana. 

Founder. — Opie,  Thomas,  M.D.  Dean  and  Professor  of  Gynecology, 
College  of  Physicians  and  Surgeons ;  Attending  Obstetrician  to  the 
Maryland  Maternite ;  Surgeon-in-charge  of  the  Maryland  Woman's 
Hospital.  Executive  Council,  1888-89.  600  North  Howard  Street, 
Baltimore,  Md. 

1889.  — Paine,  John  Fannin  Young,  M.D.  Dean  and  Professor 
of  Obstetrics  and  Diseases  of  Women  and  Children  in  the  Texas 
Medical  College  and  Hospital ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.  S.  E.  Cor.  Broadway  and  Twenty-sixth 
Street,  Galveston,  Texas. 

1890.  — Pearson,  W.  L.,  M.D.    Schenectady,  N.  Y. 

Founder. — Potter,  William  Warren,  M.D.  Consulting  Gyne- 
cologist to  the  Maternity  Hospital ;  Chairman  of  the  Section  of  Obstet- 
rics and  Diseases  of  Women,  American  Medical  Association,  1890 ; 
President  of  the  Buffalo  Obstetrical  Society,  1884-'86.  President  of 
the  Medical  Society  of  the  State  of  New  York,  1891.  Secretary,  1888- 
'91.    284  Franklin  Street,  Buffalo,  N.  Y. 

Founder. — Price,  Joseph,  M.D.  Visiting  Surgeon  to  the  Gynecean 
Hospital ;  Physician-in-charge  of  the  Preston  Retreat ;  Physician-in- 
charge  of  the  Obstetrical  and  Gynecological  Department  of  the  Phila- 
delphia Dispensary.    500  North  Twentieth  Street,  Philadelphia,  Pa. 

1890— Price,  Mordecai,  M.D.  1317  Spring  Garden  Street,  Phila- 
delphia, Pa. 

Founder. — Reed,  Charles  Alfred  Lee,  A.M.,  M.D.  Professor 
of  Gynecology  and  Abdominal  Surgery  in  the  Cincinnati  College  of 
Medicine  and  Surgery ;  Professor  of  Gynecology  at  the  Polyclinic. 
Executive  Council,  1890-'91.    311  Elm  Street,  Cincinnati,  Ohio. 

1890. — Ricketts,  Edwin,  M.D.  Professor  of  Abdominal  Surgery 
and  Gynecology  in  the  Cincinnati  Polyclinic  ;  Member  of  the  Ameri- 
can and  British  Medical  Associations.  137  Broadway,  Cincinnati, 
Ohio. 

1890. — Robinson,  William  Lovaille,  M.D.  Ex-President  Dan- 
ville Medical  Society ;  Member  Virginia  State  Medical  Examining 
Board.    733  Main  Street,  Danville,  Va. 
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1889.  — Rohe,  George  Henry,  M.D.  Professor  of  Obstetrics  and 
Hygiene  in  the  College  of  Physicians  and  Surgeons ;  Director  of  the 
Maryland  Maternite.  Vice-President,  1891.  18  West  Franklin  Street, 
Baltimore,  Md. 

1890.  — Ross,  James  Frederick  William,  M.D.,  L.R.C.P.  (Eng.). 
Gynecologist  to  the  Toronto  General  Hospital ;  Surgeon  to  the 
Woman's  Hospital ;  Lecturer  in  Gynecology  at  the  Woman's  Medical 
College ;  Lecturer  in  Abdominal  Surgery  at  Toronto  University. 
Corner  Sherborne  and  Wellesley  Streets,  Toronto,  Ont. 

1890. — Sexton,  John  Chase,  A.M.,  M.D.  President  Union  Dis- 
trict Medical  Association,  Rushville,  Indiana. 

1889.  — Seymour,  William  Wotkyns,  A.B.,  M.D.  Professor  of 
Gynecology  in  the  University  of  Vermont ;  formerly  House  Surgeon 
of  the  Boston  City  Hospital ;  Member  of  the  American  Medical 
Association ;  Fellow  of  the  New  York  State  Medical  Association ; 
Member  of  the  British  Medical  Association.  105  Third  Street,  Troy, 
N.  Y. 

Founder. — Shepherd,  George  Rubens,  M.D.  667  Asylum  Ave- 
nue, Hartford,  Conn. 

1890.  — Shoemaker,  George  Erety,  A.M.,  M.D.  Gynecologist  to 
St.  Clement's  Hospital ;  Out-patient  Surgeon  to  the  University  and  the 
Presbyterian  Hospitals  ;  Physician  to  the  Home  for  Incurables.  3727 
Chestnut  Street,  Philadelphia,  Pa. 

Founder. — Stanton,  Byron,  M.D.  Professor  of  Diseases  of  Women 
and  Children,  and  Clinical  Gynecology,  Miami  Medical  College. 
Executive  Council,  1888-'89.    157  Dayton  Street,  Cincinnati,  Ohio. 

Founder. — Stewart,  William  Shaw,  A.M.,  M.D.  Professor  of 
Obstetrics  and  Clinical  Gynecology,  Medico-Chirurgical  College; 
Gynecologist  to  the  Medico-Chirurgical  Hospital.  1801  Arch  Street, 
Philadelphia,  Pa. 

1890. — Stone,  Isaac  Scott,  M.D.  Fellow  of  the  British  Gyneco- 
logical Society;  Member  Southern  Surgical  and  Gynecological  Asso- 
ciation.   1309  H  Street,  N.  W.,  Washington,  D.  C. 

Founder. — Stores,  Melancthon,  A.M.,  M.D.  Attending  Surgeon 
to  the  Hartford  Hospital.  Executive  Council,  1888-89.  91  Ann  Street, 
Hartford,  Conn. 

Founder. — Taylor,  William  Henry,  M.D.,  Ph.D.  Dean  and 
Professor  of  Obstetrics,  Miami  Medical  College ;  Obstetrician  to  the 
Cincinnati  Hospital.  President,  1888-'89.  329  West  Seventh  Street, 
Cincinnati,  Ohio. 

1890. — Thomas,  George  Gillett,  M.D.  Ex-President  Medical 
Society  of  the  State  of  North  Carolina.    Wilmington,  N.  C. 
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Founder. — Townsend,  Franklin,  A.M.,  M.D.  Professor  of  Physi- 
ology, Albany  Medical  College;  Visiting  Obstetrician  and  Gynecologist 
to  St.  Peter's  Hospital ;  Visiting  Physician  to  the  Albany  Protestant 
Orphan  Asylum.    2  Park  Place,  Albany,  N.  Y. 

Founder. — Vander  Veer,  Albert,  A.M.,  M.D.,  Ph.D.  Professor 
of  Didactic,  Clinical,  and  Abdominal  Surgery,  Albany  Medical  College; 
Attending  Surgeon  to  the  Albany  Hospital;  Consulting  Surgeon  to  St. 
Peter's  Hospital ;  Fellow  of  the  American  Surgical  Association  ;  Fellow 
of  the  British  Gynecological  Society ;  Corresponding  Member  of  the 
Boston  Gynecological  Society.  Executive  Council,  1889— '91 .  28  Eagle 
Street,  Albany,  N.  Y. 

1890. — Ward,  Milo  Buel,  M.D.  Professor  of  Gynecology  in  the 
Kansas  Medical  College ;  President  of  the  Eastern  Kansas  Medical 
Society  ;  Chairman  Section  of  Obstetrics  and  Gynecology  Kansas  State 
Medical  Society.    209  East  Seventh  Street,  Topeka,  Kan. 

Founder. — Wathen,  William  Hutson,  M.D.  Dean  and  Professor 
of  Obstetrics,  Diseases  of  Women,  and  Abdominal  Surgery  in  the 
Kentucky  School  of  Medicine  ;  Consulting  Gynecologist  to  the  Louis- 
ville City  Hospital.  Executive  Council,  1890.  The  Fonda,  West 
Chestnut  Street,  Louisville,  Kentucky. 

1889.— Wenning,  William  Henry,  A.M.,  M.D.  Professor  of 
Obstetrics  in  the  Woman's  Medical  College ;  Gynecologist  to  St.  Mary's 
Hospital.    146  Laurel  Street,  Cincinnati,  Ohio. 

Founder. — Werder,  Xavier  Oswald,  M.D.  Gynecologist  to  the 
Free  Dispensary ;  Consulting  Gynecologist  to  St.  Francis's  Hospital. 
Treasurer,  1888-91.    Ill  Steuben  Street,  W.  E.,  Pittsburg,  Pa.  . 

1889. — West,  Hamilton  Atchison,  M.D.  Professor  of  the  Theory 
and  Practice  of  Medicine  in  the  Texas  Medical  College  and  Hospital. 
179  Market  Street,  Galveston,  Texas. 

Founder. — Wright,  Adam  Henry,  B.A.,  M.D.,  Univ.  Toronto, 
M.R.C.S.  (Eng.).  Professor  of  Obstetrics  and  Secretary  of  the 
Faculty,  University  of  Toronto;  Obstetrician  and  Gynecologist  to  the 
Toronto  General  Hospital  and  Burnside  Lying-in  Hospital.  President, 
1891.    30  Gerrard  Street,  East,  Toronto,  Ont.,  Canada. 

Total,  seventy-four  Fellows. 
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Philadelphia,  Tuesday,  Wednesday,  and  Thursday,  September  16,  17,  and  18,  1890. 


The  following-named  Fellows  were  present : 


ASDALE,  WILLIAM  J. 

.  Pittsburg. 

BAKER,  WASHINGTON  H. 

.  Philadelphia. 

BANTA,  ROLLIN  L.  . 

.  Buffalo. 

BERNARDY,  EUGENE  P.  . 

.  Philadelphia. 

BOYD,  JAMES  P.  ... 

.  Albany. 

BRANHAM,  JOSEPH  H.  . 

.  Baltimore. 

DAVIS,  WILLIAM  E.  B.  . 

.  Birmingham. 

ELIOT,  LLEWELLYN 

.  Washington. 

GARDNER,  WILLIAM  S.  . 

.  Baltimore. 

GLASGOW,  FRANK  A. 

.    St.  Louis. 

HALL,  RUFUS  B. 

.  Cincinnati. 

HOFFMAN,  JOSEPH  . 

.  Philadelphia. 

HUGHES,  DONNEL  . 

.  Philadelphia. 

KRUG,  FLORIAN 

.    New  York. 

MILLER,  AARON  B.  . 

.  Syracuse. 

MONTGOMERY,  EDWARD  E.  . 

.  Philadelphia. 

MORRIS,  ROBERT  T.  . 

.    New  York. 

MYERS,  WILLIAM  H. 

.    Fort  Wayne. 

POTTER,  WILLIAM  W.  . 

.  Buffalo. 

PRICE,  JOSEPH  .... 

.  Philadelphia. 

PRICE,  MORDECAI  . 

.  Philadelphia. 

REED,  CHARLES  A.  L.  . 

.  Cincinnati. 

ROBINSON,  WILLIAM  L.  . 

.    Danville,  Va. 

ROHE,  GEORGE  H.  . 

.  Baltimore. 

ROSS,  JAMES  F.  W.  . 

.  Toronto. 

SEYMOUR,  WILLIAM  W.  . 

.  Troy. 

SEXTON,  JOHN  C. 

.     RUSHVILLE,  IND. 

SHOEMAKER,  GEORGE  E. 

.  Philadelphia. 

STEWART,  WILLIAM  S.  . 

.  Philadelphia. 

STONE,  ISAAC  S.  ... 

.  Washington. 

TOWNSEND,  FRANKLIN,  Jr.  . 

.  Albany. 

VANDER  VEER,  ALBERT 

.  Albany. 

WERDER,  XAVIER  0. 

.  Pittsburg. 

WRIGHT,  ADAM  H.    .  '. 

.  Toronto. 

Total,  thirty-four  Fellows. 
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Letters  or  messages  of  regret  were  received  from  the  following- 
named  Fellows:  Ordinary— David  Barrow,  Frank  E.  Beckwith, 
Bernard  Burns,  J.  Henry  Carstens,  Norman  B.  Carson,  Augustus  P. 
Clarke,  William  J.  Conklin,  Clinton  Cushing,  Hampton  E.  Hill, 
Edward  J.  Ill,  George  C.  Jarvis,  John  H.  Kellogg,  Thomas  Lothrop, 
Thomas  E.  McArdle,  Lewis  S.  McMurtry,  Henry  O.  Marcy,  Gratz 
A  Moses,  Thomas  Opie,  George  R.  Shepherd,  Byron  Stanton,  Melanc- 
thon  Storrs,  William  H.  Taylor,  William  H.  Wathen,  William  H. 
Wenning,  and  Hamilton  A.  West.  Honorary  —  J.  Greig  Smith, 
Lawson  Tait,  M.  Sanger,  F.  Winckel,  John  Williams,  J.  Nicolaysen, 
G  Leopold,  Fr.  Eklund,  A.  Cordes,  A.  Charpentier,  W.  A.  Freund, 
George  G.  Bantock,  A.  H.  F.  Barbour,  J.  Halliday  Croom,  and 
Thomas  Keith. 

First  Day — Tuesday,  September  lQth. 

Morning  Session. -The  meeting  was  called  to  order  at  ten  o'clock 
by  the  President,  Dr.  E.  E.  Montgomery,  of  Philadelphia,  in  the 
following  words : 

Gentlemen  :  It  becomes  my  privilege  to  open  the  third  annual 
meeting  of  the  American  Association  of  Obstetricians  and  Gynecol- 
ogists and  to  announce  to  you  that  we  will  be  favored  by  an  address 
of  welcome  from  Dr.  William  F.  Waugh,  of  Philadelphia,  who  is  well 
known  to  you  all  as  the  accomplished  editor  of  the  Times  and  Register. 

Dr.  William  F.  Waugh,  of  Philadelphia : 

Gentlemen  of  the  American  Association  of  Obstetricians 
and  Gynecologists  :  To  me  has  been  delegated  the  pleasant  duty  of 
welcoming  you  to  Philadelphia.  Rich  as  is  the  Quaker  City  in  the 
traditions  of  the  profession,  great  as  is  her  share  in  the  history  of 
American  medicine,  she  may  justly  look  upon  herself  as  highly 
honored  by  the  visit  of  your  Assciation.  For,  since  gynecology  has 
existed  as  a  distinct  department  of  the  healing  art,  no  one  of  her 
sons  has  brought  more  honor  to  America  than  the  gynecologists,  and 
during  this  last  decade,  so  richly  productive  in  the  harvest  of  human 
thought  of  all  that  goes  to  alleviate  the  woes  of  stricken  humanity, 
the  gynecologist  has  contributed  his  full  share.  Not  only  this,  but  his 
energy  has  aroused  a  like  activity  in  the  other  departments  of  the 
healing  art.  Surgery  in  all  its  branches  feels  the  quickening  influ- 
ence of  your  work.  The  domain  of  medicine  has  been  invaded,  light 
thrown  into  its  dark  corners,  and  its  votaries  aroused  by  attacks  upon 
the  belief  that  underlay  the  practice  of  the  day.  For  this  we^  as 
general  practitioners,  owe  you  many  thanks,  and  whether  the  outlying 
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positions  held  by  your  extremists  will  be  finally  established  or  not, 
great  praise  is  due  to  him  who  aroused  that  agitation,  which  is  the 
beginning  of  wisdom. 

As  obstetricians  you  are  welcome  to  this  great  city,  where  more 
than  a  million  human  beings  owe  their  safe  and  happy  entrance  into 
the  world  to  the  skilful  practice  of  your  art.  In  sorrow  does  woman 
bring  forth  her  young,  and  to  the  end  of  time  she  will  look  with 
apprehension  upon  that  perilous  ordeal ;  and  so  also  will  she  place  her 
firmest  faith  in  the  one  who  stands  by  her  in  the  trial,  ready  to  relieve 
her  pain  and  avert  the  danger.  Gentlemen,  in  the  name  of  the  medi- 
cal profession  and  the  citizens  of  this  city,  I  welcome  you  to  Philadel- 
phia. 

The  President  :  Dr.  R.  L.  Banta,  of  Buffalo,  one  of  our  Vice- 
Presidents,  will  respond  to  the  very  appropriate  address  just  delivered 
by  Dr.  Waugh. 

Dr.  R.  L.  Banta,  of  Buffalo: 

Mr.  President  and  Fellows  :  Although  it  is  not  always  a  pleas- 
ant task  to  take  the  place  of  another  on  occasions  like  this,  especially 
to  act  as  a  substitute  for  one  so  eloquent  as  our  other  Vice-President, 
Dr.  Myers,  who  was  expected  to  perform  this  important  duty,  but 
who,  it  appears,  is  unavoidably  absent,  yet  it  is  certainly  no  hardship 
to  respond  to  a  greeting  so  cordially  expressed  by  Dr.  Waugh,  an 
able  representative  of  the  medical  profession  of  the  city  of  Philadel- 
phia. To  visit  Philadelphia,  famous  in  everything  that  is  great  in 
art  and  science— famous  now,  as  of  old,  as  a  great  medical  centre— 
alone  would  be  a  great  pleasure ;  but  how  much  more  pleasant  to 
come  when  such  auspicious  circumstances  conspire  to  make  our  visit 
joyous ! 

This  Association,  to  use  the  words  of  our  President,  Dr.  Mont- 
gomery, had  its  birth  in  the  "  Queen  City  of  the  Lakes  "  ;  was  baptized, 
as  it  were,  during  its  first  year  in  the  Capital  of  the  Nation  ;  passed 
its  second  and  most  tedious  summer  in  the  "  Queen  City  of  the  West "  ; 
and  now,  at  peace  with  all  the  world,  comes  to  the  "  City  of  Brotherly 
Love,"  proud  of  the  obstacles  overcome  and  the  good  works  accom- 
plished. The  printed  transactions  of  the  last  two  annual  sessions 
speak  for  themselves.  What  is  to  be  done  this  year  our  excellent 
programme  indicates.  Strong  enough  now  to  smile  at  all  the  adverse 
efforts  of  its  enemies,  but  never  haughty  enough  to  decline  to  grasp  the 
hand  of  good-fellowship  whenever  or  wherever  offered,  or  not  to  wish 
for  the  kind  sympathy  of  our  friends,  and  ever  grateful  for  the  cordial 
greeting  given  us  to-day  by  the  city  of  Philadelphia,  we  look  forward 
to  a  useful,  pleasant,  and  important  meeting  here;  and,  under  the 
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inspirations  of  our  surroundings,  it  may  confidently  be  predicted  that 
the  work  to  be  done  in  this  room  during  the  next  three  days  will  take 
rank  in  the  medical  literature  of  the  land  second  to  that  of  none  of 
the  special  medical  organizations.  In  behalf  of  the  Association  I 
again  tender  thanks,  cordial  thanks,  for  the  kindly  greeting  of  Phila- 
delphia, so  fittingly  conveyed  to  us  by  Dr.  Waugh. 

Upon  recommendation  of  the  Executive  Council  the  following-named 
physicians  were  invited,  by  vote  of  the  Association,  to  participate  in 
its  proceedings  as  members  by  invitation  : 

Dr.  John  H.  Packard,  Dr.  Henry  F.  Formad,  Dr.  W.  F.  Waugh, 
Dr.  Elizabeth  Snyder,  Dr.  Elizabeth  L.  Peck,  Dr.  Marie  B.  Werner, 
Dr.  Anna  Fullerton,  Dr.  Mary  Allen,  Dr.  Clara  Marshall,  Dr.  Mary 
Formad,  Dr.  Anna  McAllister,  Dr.  Mary  Willetts,  Dr.  Mary  Fisher, 
Dr.  Mary  Luther,  Dr.  Emma  V.  Boone,  Dr.  J.  M.  Aulde,  Dr.  John 
K.  Deemly,  Dr.  John  W.  Shoemaker,  Dr.  William  Walling,  Dr. 
Adam  Trau,  Dr.  J.  A.  Raub,  Dr.  William  Wirt,  Dr.  Thomas  B. 
Early,  Dr.  C.  A.  Niblock,  Dr.  G.  B.  Dunmire,  Dr.  Guy  Hinsdale, 
Dr.  R.  Perez,  Dr.  O.  H.  Allis,  Dr.  E.  L.  Vansant,  Dr.  A.  C.  Deakyne, 
of  Philadelphia;  Dr.  Mayo,  of  Iowa;  Dr.  George  S.  Peck,  of  Youngs- 
town,  O.;  Dr.  L.  E.  Halliday,  of  St.  Louis;  Dr.  W.  G.  Stafford,  of 
Missouri;  Dr.  F.  E.  Sanger,  of  Baltimore ;  Dr.  Hiram  Corson,  of  Con- 
shohocken,  Pa.;  Dr.  Traill  Green,  of  Easton,  Pa.;  Dr.  J.  C.  Stever, 
of  Three  Springs,  Pa. ;  and  the  President  and  members  of  the  Phila- 
delphia Obstetrical  Society. 

Papers  were  then  read  as  follows : 

1.  "  Some  Facts  Relating  to  the  Diagnosis  and  Treatment  of  Pla- 
centa Previa,"  by  James  P.  Boyd,  M.D.,  of  Albany,  N.  Y. 

Discussed  by  Dr.  Seymour,  Dr.  J.  Price,  Dr.  Vander  Veer,  Dr. 
Bauta,  and  closed  by  Dr.  Boyd. 

2.  "  The  Relation  of  Albuminuria  to  Puerperal  Eclampsia,"  by 
William  S.  Gardner,  M.D.,  of  Baltimore,  Md. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

3.  "  Tincture  of  Iodine  in  Hyperemesis  Gravidarum,"  by  Llewellyn 
Eliot,  M.D.,  of  Washington,  D.  C. 

4.  "  The  Practical  Teaching  of  Obstetrics  in  the  United  States,"  by 
George  H.  Rohe,  M.D.,  of  Baltimore,  Md. 

Discussed  by  Dr.  Wright,  Dr.  J.  Price,  Dr.  Seymour,  Dr.  Potter, 
and  closed  by  Dr.  Rohe. 
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5.  "  The  Axis-traction  Forceps ;  Its  Place  in  Obstetrics,"  by  Joseph 
Hoffman,  M.D.,  of  Philadelphia,  Pa. 

Discussed  by  Dr.  Bernardy,  Dr.  Seymour,  Dr.  J.  Price,  and  closed 
by  Dr.  Hoffman. 

6.  "  The  Vectis ;  a  Forgotten  but  Valuable  Instrument,"  by  William 
Wotkyns  Seymour,  M.D.,  of  Troy,  N.  Y. 

Second  Day — Wednesday,  September  11th. 

Morning  Session,  10  o'clock. — Vice-President  Myers  in  the  Chair. 

7.  "Shortening  the  Round  Ligaments  of  the  Uterus:  Alexander's 
Operation,"  by  Joseph  H.  Branham,  M.D.,  of  Baltimore,  Md. 

Discussed  by  Dr.  Morris,  Dr.  Hoffman,  Dr.  M.  Price,  Dr.  Baldy, 
Dr.  Montgomery,  and  closed  by  Dr.  Branham. 

8.  "Some  of  the  Difficulties  Met  With  in  Abdominal  Surgery,  as 
Illustrated  by  Cases  Taken  from  Personal  Records,"  by  A.  Vander 
Veer,  M.D.,  of  Albany,  N.  Y. 

Discussed  by  Dr.  Montgomery,  Dr.  Reed,  Dr.  Baldy,  Dr.  Shoe- 
maker, Dr.  Hoffman,  Dr.  Hall,  Dr.  Davis,  Dr.  Ross,  Dr.  J.  Price, 
Dr.  Shimwell,  Dr.  Ashton,  and  closed  by  Dr.  Vander  Veer. 

9.  "  The  Annual  Address  of  the  President,"  by  Dr.  E.  E.  Mont- 
gomery, of  Philadelphia,  Pa. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

10.  "  Ovarian  and  Ligamentous  Cysts  Co-existing  in  the  Same 
Patient ;  Operation ;  Death  from  Shock,"  by  William  Warren  Potter, 
M.D.,  of  Buffalo,  N.  Y. 

Discussed  by  Dr.  Morris,  and  closed  by  Dr.  Potter. 

11.  "The  Surgical  Conception  of  Peritonitis,"  by  Joseph  Price, 
M.D.,  of  Philadelphia,  Pa. 

Discussed  by  Dr.  Seymour,  Dr.  Vander  Veer,  Dr.  Shoemaker,  Dr. 
Hoffman,  Dr.  Myers,  Dr.  Davis,  Dr.  M.  Price,  Dr.  Morris,  Dr.  Baldy, 
Dr.  Rohe,  Dr.  Robinson,  Dr.  Ross,  and  closed  by  Dr.  Price. 

12.  "  The  Elastic  Ligature  in  the  Extra-peritoneal  Treatment  of 
the  Pedicle,"  by  X.  O.  Werder,  M.D.,  of  Pittsburg,  Pa. 

Discussed  by  Dr.  Krug,  Dr.  Hall,  Dr.  Reed,  Dr.  J.  Price,  and  Dr. 
M.  Price. 

Third  Day — Thursday,  September  18th. 

Morning  Session,  10  o'clock. — Vice-President  Myers  in  the  Chair. 

13.  "  Personal  Experiences  with  Gallstones  and  the  Operation  for 
Their  Relief,"  by  William  Wotkyns  Seymour,  M.D.,  of  Troy,  N.  Y. 
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Discussed  by  Dr.  Morris,  Dr.  Hall,  Dr.  Hoffman,  Dr.  Baldy,  Dr. 
Vander  Veer,  Dr.  Davis,  Dr.  Robinson,  and  closed  by  Dr.  Seymour. 

14.  "  Report  of  a  Case  of  Extirpation  of  Calculus  from  the  Ureter 
by  Combined  Abdominal-Lumbar  Section ;  Recovery,"  by  Rufus  B. 
Hall,  M.D.,  of  Cincinnati,  O. 

Discussed  by  Dr.  HofFman,  Dr.  Stone,  Dr.  Ross,  and  closed  by 
Dr.  Hall. 

15.  "  Report  of  Gynecological  Cases  Treated  by  Electricity,"  by 
Franklin  Townsend,  M.D.,  of  Albany,  N.  Y. 

Discussed  by  Dr.  Massey  (by  invitation),  Dr.  Baldy,  Dr.  Hoffman, 
Dr.  Werder,  Dr.  Myers,  Dr.  Vander  Veer,  Dr.  Ross,  Dr.  Stone,  and 
closed  by  Dr.  Townsend. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

16.  "Puerperal  Fever,"  by  William  H.  Myers,  M.D.,  of  Fort 
"Wayne,  Ind. 

17.  "  A  Further  Discussion  of  Vaginal  Hysterectomy,"  by  Charles 
A.  L.  Reed,  M.D.,  of  Cincinnati,  O. 

Discussed  by  Dr.  Hoffman,  Dr.  Krug,  Dr.  J.  Price,  Dr.  Stone,  Dr. 
Shoemaker,  Dr.  Seymour,  Dr.  Hall,  and  closed  by  Dr.  Reed. 

18.  "  A  Group  of  Specimens,  Illustrating  the  Principal  Complica- 
tions and  Varieties  of  Pelvic  and  Abdominal  Surgery,"  by  Joseph 
Price,  M.D.,  of  Philadelphia,  Pa. 

Discussed  by  Dr.  Montgomery  (who  also  presented  a  specimen  of 
early  ectopic  pregnancy),  Dr.  Townsend,  Dr.  Hoffman,  Dr.  Formad, 
Dr.  Seymour,  Dr.  Baldy,  and  closed  by  Dr.  Price. 

The  papers  read  by  title  and  ordered  published  in  the  Transactions, 
were  as  follows : 

1.  "Adherent  Placenta  ;  Its  Causes  and  Management,"  by  Augustus 
P.  Clarke,  M.D.,  of  Cambridge,  Mass.  2.  "A  Novel  Mode  of  Exit  for 
an  Ovarian  Cyst ;  Report  of  a  Case  in  which  the  Contents  were 
Vomited  after  Perforation  of  the  Stomach,"  by  George  R.  Dean,  M.D., 
of  Spartanburg,  S.  C.  3.  "  Hydatids  of  the  Broad  Ligament ;  with 
Report  of  a  Case,"  by  N.  B.  Carson,  M.D.,  of  St.  Louis,  Mo.  4. 
"Special  Gymnastics  in  the  Treatment  of  Diseases  Peculiar  to 
Women,"  by  J.  H.  Kellogg,  M.D.,  of  Battle  Creek,  Mich.  5.  "In- 
fantile Vulvar  Hemorrhage,"  by  Thomas  E.  McArdle,  M.D.,  of 
Washington,  D.  C.  6.  "  Description  of  Photographic  Plates  of  an 
Edematous  Acardia,"  by  James  F.  W.  Ross,  M.D.,  of  Toronto,  Canada. 
7.  "  In  What  Class  of  Wounds  Shall  we  use  Drainage '? "  by  Henry  O. 
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Marcy,  M.D.,  of  Boston.  8.  "  The  Spleen  as  a  Factor  in  Gynecology  ; 
with  Report  of  a  Successful  Case  of  Splenectomy  for  Dislocation  into 
the  True  Pelvis,"  by  Frank  A.  Glasgow,  M.D.,  of  St.  Louis.  9.  "  Use 
and  Abuse  of  the  Obstetrical  Forceps,"  by  Eugene  Prosper  Bernardy, 
M.D.,  of  Philadelphia.  10.  "  Some  of  the  Causes  of  Pelvic  Disease," 
by  Mordecai  Price,  M.  D.,  of  Philadelphia.  11.  "Chronic  Purulent 
Endometritis,"  by  John  Chase  Sexton,  M.D.,  of  Rushville,  Indiana. 
12.  "The  Etiology  of  Menstruation,"  by  Milo  Buel  Ward,  M.D.,  of 
Topeka,  Kansas.  13.  "  Posterior  Displacements  of  the  Uterus ;  Re- 
marks upon  Pathology  and  Treatment,"  by  Isaac  S.  Stone,  M.D.,  of 
Washington,  D.  C.  14.  "  Obscure  Pelvic  Inflammation  following 
Parturition,"  by  Walter  Coles,  M.D.,  of  St.  Louis,  Mo.  15.  "A  Plea 
for  Conservatism  in  the  Treatment  of  Diseased  Uterine  Appendages," 
by  Carlton  C.  Frederick,  M.  D.,  of  Buffalo,  N.  Y.  16.  "  The  Treat- 
ment of  Fibroid  Tumors  of  the  Womb,"  by  Donnel  Hughes,  M.D.,  of 
Philadelphia.  17.  "  Malignant  Degeneration  in  Dermoid  Cysts,"  by 
George  Erety  Shoemaker,  of  Philadelphia.  18.  "  Osteomalacia  Acutis- 
sima  of  the  Anterior  Pelvic  Walls  in  a  Rhachitic  Woman,  developing 
Three  Months  after  Delivery  ;  Castration;  Recovery,"  by  F.  Winckel, 
M.D.,  of  Munich,  Germany.  19.  "  Extra-uterine  Pregnancy ;  Lapa- 
ratomy  ;  Extraction  of  a  Dead  Child ;  Recovery,"  by  Julius  Nicolay- 
sen,  M.D.,  of  Christiania,  Norway.  20.  "  Case  of  Tubal  Pregnancy  ; 
Death  from  Rupture  of  the  Tube  and  Internal  Hemorrhage,"  by 
Julius  Nicolaysen,  M.D.,  of  Christiania,  Norway.  21.  "  Three  Cases 
of  Endometritis  treated  with  Chloride  of  Zinc  Pencils,"  by  A.  Cordes, 
M.D.,  of  Geneva,  Switzerland.  22.  "  Ectopic  Gestation — two  Etio- 
logical Inquiries,"  by  W.  A.  Freund,  M.D.,  of  Strassburg,  Germany. 
23.  "  The  Operative  Treatment  of  Recto-vaginal  Fistula,"  by  Max 
Sanger,  M.D.,  of  Leipsic,  Germany. 

Dr.  Reed  moved  a  vote  of  thanks  to  the  President,  Dr.  E.  E.  Mont- 
gomery, and  Mrs.  Montgomery  for  the  delightful  reception  tendered 
the  Fellows  of  the  Association  at  their  residence  on  Tuesday  Evening- 
September  16th  ;  also  to  the  President  for  the  able,  impartial,  and  satis- 
factory manner  in  which  he  had  discharged  the  trying  duties  of  his 
office,  and  for  his  many  attentions  and  courtesies  extended  to  the 
Fellows  during  their  visit  to  Philadelphia.  Unanimously  carried  by 
rising  vote. 

Dr.  Townsend  offered  the  following  : 

The  American  Association  of  Obstetricians  and  Gynecologists 
tenders  its  cordial  thanks  to  the  Philadelphia  Obstetrical  Society  for 
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the  magnificent  reception  and  banquet  given  in  its  honor  on  Wednesday 
Evening,  September  17th,  at  the  Hotel  Bellevue. 

This  Association  can  but  regard  the  hospitalities  extended  to  it  by 
the  Philadelphia  Obstetrical  Society  both  as  an  indication  of  the  cor- 
dial good  feeling  existing  between  the  two  societies,  and  as  an  appre- 
ciation of  the  work  done  by  the  Association  during  its  Philadelphia 
meeting.    Unanimously  passed. 

The  following-named  newly-elected  officers  were  then  installed : 
President,  Adam  H.  Wright,  M.D.,  of  Toronto,  Ont.  Vice-Presidents, 
George  H.  Rohe,  M.D.,  of  Baltimore,  Md.,  and  Rufus  B.  Hall,  M.D., 
of  Cincinnati,  O.  Secretary,  William  Warren  Potter,  M.D.,  of  Buffalo, 
N.  Y.  Treasurer,  Xavier  Oswald  Werder,  M.D.,  of  Pittsburg,  Pa. 
Executive  Council — A.  Vander  Veer,  M.D.,  of  Albany,  N.  Y. ;  Clinton 
dishing,  M.D.,  of  San  Francisco,  Cal. ;  Charles  A.  L.  Reed,  M.D.,  of 
Cincinnati,  O. ;  Lewis  S.  McMurtry,  M.D.,  of  Louisville,  Ky. ;  and 
Rollin  L.  Banta,  M.D.,  of  Buffalo,  N.  Y. 

The  President  then  spoke  as  follows : 

Fellows  of  the  American  Association  of  Obstetricians  and 
Gynecologists  :  The  time  has  now  arrived  for  me  to  pronounce  my 
own  eulogy.  Two  and  a  half  years  ago,  at  the  request  of  Dr.  Vander 
Veer,  I  went  to  Buffalo  to  assist  in  the  organization  of  a  new  associa- 
tion. I  there  met  a  number  of  gentlemen,  none  of  whom  I  had  ever 
seen  before.  We  talked  over  the  subject  of  an  organization,  decided 
upon  the  plan,  and  much  to  my  surprise  I  was  elected  First  Vice- 
President  of  the  New  Association.  The  Fellows  at  the  Washington 
Meeting  generously  reelected  me  to  that  position,  and  at  Cincinnati 
last  year  promoted  me  to  the  Presidency.  I  have  ever  since  been 
wondering  what  they  discovered  in  me  that  I  had  not  known  that  led 
them  to  regard  me  so  favorably.  I  can  only  say  that  I  appreciate 
highly  the  honor  and  compliment  you  have  paid  me.  Now  I  propose 
to  show  you  by  my  fealty  and  loyalty  to  the  organization  that  I  can 
be  a  faithful  private  member.  I  have  now  to  welcome  Dr.  Wright,  of 
Toronto,  Canada,  as  the  gentleman  chosen  by  the  Association  this 
morning  to  the  position  of  President.  In  this  evidence  of  reciprocity 
we  hope  to  show  that  we  have  a  kindly  feeling  toward  our  Canadian 
brethren ;  that  the  Association  is  not  limited  to  the  United  States,  but 
only  by  the  boundaries  of  the  Western  Continent.  I  hope  that  we 
may  see  in  its  ranks  not  only  representatives  from  Mexico,  but  the 
South  American  countries.  Again,  Gentlemen,  I  thank  you  for  all 
your  kind  partiality,  and  as  I  bid  you  good-bye  I  extend  a  cordial 
welcome  to  your  incoming  President. 
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Dr.  A.  H.  Wright,  of  Toronto,  Ont. : 

Fellows  op  the  Association  of  Obstetricians  and  Gyne- 
cologists of  America  :  I  need  hardly  say  that  I  was  considerably 
surprised  when  I  heard  during  the  day  what  you  had  done  this  morn- 
ing. I  felt  at  first  that  I  ought  to  ask  you  to  change  your  mind  and 
request  you  to  appoint  someone  else,  but  I  found  I  had  not  sufficient 
strength  of  mind  or  force  of  character  to  decline  so  high  an  honor.  I 
appreciate,  in  what  you  have  done,  the  fact  that  you  have  paid  a  very 
high  compliment,  and  done  a  very  graceful  act  toward  the  country  of 
which  I  happen  to  be  a  representative.  I  thank  you  on  behalf  of  my 
country  and  my  city  very  sincerely  for  what  you  have  done.  I  hope 
I  may  soon  ask  you  on  behalf  of  that  city  to  do  us  the  honor  of  holding 
in  the  near  future  one  of  your  meetings  in  Toronto.  I  am  pleased  with 
the  expressions  that  fell  from  our  retiring  president  with  reference  to 
reciprocity.  I  regret,  as  I  step  from  Canada  to  the  United  States,  that 
the  politicians  of  the  two  countries  have  placed  a  man  there  to  make 
me  open  my  gripsack  and  expose  my  poverty.  But  I  find  the  differ- 
ence when  I  get  into  this  country,  and  certainly  when  I  get  into 
Philadelphia.  When  I  came  here  you  seemed  to  take  me  by  the  hand. 
I  have  had  the  pleasure  of  attending  receptions  given  by  your  people, 
including  our  President.  I  have  had  the  pleasure  of  enjoying  your 
hospitality  in  many  ways.  I  actually  felt  yesterday  as  if  I  owned  the 
whole  of  this  great  city  of  Philadelphia.  To-day  my  ideas  are  enlarged. 
I  now  feel  as  if  I  owned  the  whole  United  States  of  America. 

Is  it  necessary  for  me  to  say  anything  about  the  success  of  this  Asso- 
ciation ?  I  think  it  would  be  superfluous.  I  have  much  pleasure  in 
congratulating  the  gentlemen  who  met  a  few  short  years  ago  in  Buf- 
falo for  the  purpose  of  organizing.  They  did  a  good  work  which  has 
already  made  its  mark,  and  is  likely  to  bring  forth  rich  fruit  in  the 
future. 

I  hope  that,  as  far  as  this  Association  is  concerned,  it  will  always 
endeavor  to  extend  the  most  kindly  courtesy  to  other  general  and  special 
societies. 

I  regret  that  personally  I  cannot  promise  to  do  much  toward  your 
success,  but  I  may  say  this,  and  I  feel  it  when  I  say  it :  whatever  my 
energies  may  be,  they  are  at  your  disposal.  Do  with  me  what  you 
will,  and  I  will  do  for  you  what  I  can. 

The  Association,  upon  motion  of  Dr.  Vander  Veer,  then  adjourned 
to  meet  at  a  time  and  place  to  be  announced  by  the  Executive  Council. 

WILLIAM  WARREN  POTTER, 

Secretary. 
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Executive  Sessions. 
Tuesday,  September  16,  1890. 

The  President,  Dr.  E.  E.  Montgomery,  in  the  Chair. 
The  Treasurer  presented  his  report,  showing  a  balance  of  $33.77  in 
his  hands. 

The  Secretary  reported  the  accounts  and  vouchers  pertaining  to  the 
disbursement  of  the  contingent  fund. 

On  motion,  the  Chair  appointed  Drs.  Davis  and  Seymour  a  com- 
mittee to  audit  the  accounts  of  the  Secretary  and  Treasurer.  This 
committee  subsequently  reported  the  accounts  and  vouchers  of  the 
financial  officers  as  correct.    The  report  was  accepted. 

On  motion,  the  Secretary  was  authorized  to  contract  with  Mr. 
William  J.  Dornan,  of  Philadelphia,  for  the  publication  of  the 
Transactions  for  the  year  1890,  and  to  draw  upon  the  Treasurer  for 
such  sums  of  money  as  might  be  necessary  to  pay  for  the  same. 

The  Amendment  to  the  By-laws  proposed  last  year  by  Dr.  McMur- 
try,  to  change  the  word  "  fifteen"  in  the  second  paragraph  of  Section 
IX. — title  "  Finance" — to  the  word  "  twenty,"  was  taken  from  the  table 
and  unanimously  passed. 

On  motion  of  the  Secretary,  an  invitation  was  extended  to  the 
American  Orthopedic  Association  to  attend  the  sessions  of  this  Asso- 
ciation.   The  following  reply  was  subsequently  received  : 

Hall  of  the  College  op  Physicians. 
Philadelphia,  Sept.  16,  1890. 

Dr.  William  Warren  Potter, 

Secretary,  American  Association  of  Obstetricians  and  Gynecologists. 
Dear  Doctor  :   The  American  Orthopedic  Association  directs  me  to 
return  its  best  thanks  for  the  kind  invitation  of  your  Association.  The 
Orthopedic  Association  will  be  very  glad  to  have  your  members  attend  our 
meetings  whenever  they  can  conveniently  do  so. 

Very  truly  yours, 

George  W.  Ryan, 

Secretary. 

The  following  communication  was  received  : 

Philadelphia,  September  15,  1890. 

To  the  President  of  the 

American  Association  of  Obstetricians  and  Gynecologists. 
Dear  Sir  :  The  Library  Committee  of  the  College  of  Physicians  will  be 
happy  to  have  the  members  of  your  Association  visit  the  Library,  and  avail 
themselves  of  its  facilities,  during  their  stay  in  this  city. 

Very  truly  yours, 

I.  Minis  Hays, 

Chairman. 
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On  motion,  the  invitation  contained  in  the  note  of  Dr.  Hays  was 
accepted,  with  the  thanks  of  the  Association  for  the  courtesy. 

The  Secretary,  in  behalf  of  the  Executive  Council,  presented  a  list 
of  names  as  nominees  for  Honorary  and  Ordinary  Fellowships.  The 
Association  then  elected  by  ballot  the  following-named  gentlemen  : 

Honorary  Felloivs — Dr.  August  Martin,  Berlin,  Germany ;  Dr.  Just 
Championniere,  Paris,  France;  Mr.  Thomas  Savage,  Birmingham, 
England ;  Dr.  Hiram  Corson,  Conshohocken,  Pa. ;  Dr.  Traill  Green, 
Easton,  Pa. 

Ordinary  Fellows — Dr.  W.  J.  Asdale,  of  Pittsburg,  Pa. ;  Dr. 
Eugene  Prosper  Bernardy,  of  Philadelphia,  Pa. ;  Dr.  Young  H.  Bond; 
of  St.  Louis,  Mo. ;  Dr.  Walter  Coles,  of  St.  Louis,  Mo. ;  Dr.  Carlton 
C.  Frederick,  of  Buffalo,  N.  Y. ;  Dr.  Christian  Fenger,  of  Chicago, 
111.  ;  Dr.  Donnel  Hughes,  of  Philadelphia,  Pa. ;  Dr.  Florian  Krug. 
of  New  York  City  ;  Dr.  Howard  W.  Longyear,  of  Detroit,  Mich. , 
Dr.  Robert  T.  Morris,  of  New  York  City ;  Dr.  Mordecai  Price, 
of  Philadelphia,  Pa. ;  Dr.  Edwin  Ricketts,  of  Cincinnati,  O.  ;  Dr. 
W.  L.  Robinson,  of  Danville,  Va. ;  Dr.  James  F.  W.  Ross,  of 
Toronto,  Ont. ;  Dr.  Isaac  S.  Stone,  of  Washington,  D.  C. ;  Dr.  George 
Erety  Shoemaker,  of  Philadelphia,  Pa. ;  Dr.  John  C.  Sexton,  of 
Rushville,  Ind. ;  Dr.  George  Gillett  Thomas,  of  Wilmington,  N.  C, 
and  Dr.  Milo  B.  Ward,  of  Topeka,  Kansas. 

The  Executive  Council  then  adjourned  until  Thursday. 

Thursday,  September  18,  1890. 

The  President,  Dr.  E.  E.  Montgomery,  in  the  Chair. 

On  motion,  authors  of  papers  were  permitted  to  publish  their  com- 
munications in  any  reputable  medical  journal,  upon  notifying  the 
Secretary  of  such  proposed  publication. 

The  following  named  officers  were  then  elected  by  ballot :  President, 
Adam  H.  Wright,  M.D.,  of  Toronto,  Ont.  Vice-Presidents:  George 
H.  Rohe,  M.D.,  of  Baltimore,  Md.,  and  Rufus  B.  Hall,  M.D. ,  of 
Cincinnati,  Ohio.  Secretary,  William  Warren  Potter,  M.D.,  of  Buffalo 
N.  Y.  Treasurer,  Xavier  Oswald  Werder,  M.D.,  of  Pittsburg,  Pa. 
Executive  Council,  A.  Vander  Veer,  M.D.,  of  Albany,  N.  Y. ;  Clinton 
Cushing,  M.D.,  of  San  Francisco,  Cal. ;  Charles  A.  L.  Reed,  M.D.,  of 
Cincinnati,  O. ;  Lewis  S.  McMurtry,  M.D.,  of  Louisville,  Ky.  ;  and 
Rollin  L.  Banta,  M.D.,  of  Buffalo,  N.  Y. 

On  motion,  the  Executive  Council  was  authorized  to  appoint  the 
next  time  and  place  of  meeting.  The  Executive  Session  was  then 
adjourned. 

WILLIAM  WARREN  POTTER, 

Secretary. 
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PHILADELPHIA. 


Gentlemen  :  It  is  a  difficult  task  to  express  the  pleasure  I 
experience  in  presiding  over  the  third  meeting  of  this  young  and 
vigorous  Association.  Three  and  one-half  years  ago  fifteen  of  us 
met  together  at  a  hotel  in  Buffalo,  and,  with  many  misgivings,  set 
adrift  the  fledgling  known  as  the  "American  Association  of  Obste- 
tricians and  Gynecologists  " — an  organization  now  numbering  its 
members  from  every  portion  of  the  Union ;  an  organization  whose 
two  volumes  of  Transactions  have  been  received  with  high  com- 
mendation at  home  and  abroad.  The  approbation  of  the  work 
accomplished,  the  rapid  growth  of  the  organization,  and  the  friendly 
rivalry  of  other  societies  fully  justify  the  action  of  its  founders. 

It  is  a  subject  of  congratulation  that  during  the  last  three  years 
our  ranks  have  not  been  invaded  by  death,  and  that  our  members 
retain  their  vigor  and  determination  to  make  the  organization  to 
which  they  have  given  their  allegiance  an  undoubted  success.  My 
colleagues,  I  am  assured,  unite  with  me  in  thanksgiving  that  two 
of  our  number,  who  were  stricken  down  by  disease  acquired  in  the 
attempt  to  relieve  suffering  humanity,  have  been  restored  to  health, 
and  lend  us  the  light  of  their  cheerful  and  intelligent  countenances 
at  this  meeting. 

The  Constitution  of  this  Association  says  :  "  Its  object  shall  be 
the  cultivation  and  promotion  of  knowledge  in  whatever  relates  to 
Abdominal  Surgery,  Obstetrics,  and  Gynecology."  In  scanning 
the  two  volumes  of  Transactions  issued,  it  will  be  seen  that,  of  the 
eighty-one  papers  presented  for  our  consideration,  forty-three  were 
upon  the  subject  of  abdominal  surgery.  This  may  be  thought  an 
undue  attention  to  this  subject,  but  when  we  consider  the  influence 
of  abdominal  surgery  upon  surgery,  obstetrics,  and  medicine,  it  does 
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not  seem  to  have  been  unduly  regarded.  I  caunot  refrain  from 
reflecting  upon  the  position  of  this  branch  of  our  work  at  my 
entrance  into  practice  some  fifteen  years  ago,  and  comparing  it  with 
its  present  progress.  Then  the  peritoneum  was  still  almost  a  terra 
incognito,  which  a  few  bold  spirits  explored  with  fear  and  trem- 
bling, amidst  the  sneers  and  derision  of  their  contemporaries.  The 
abdomen  was  opened  generally  for  the  removal  of  cysts  of  the 
ovaries,  and  then  only  after  the  patient  had  begun  to  suffer  incon- 
venience from  their  growth. 

The  removal  of  fibroid  tumors  of  the  uterus  was  incidentally 
done,  and  with  a  large  mortality.  The  profession  was  aghast  at 
the  sacrilegious  action  of  Tait,  Battey,  and  Hegar,  iu  having 
unsexed  women  by  removal  of  the  tubes  and  ovaries — organs  that 
must  be  regarded  as  sacred,  no  matter  how  worthless  through  the 
ravages  of  disease.  As  an  index  to  the  progress  during  the  last 
fifteen  years,  we  need  but  refer  to  the  removal  of  the  uterus,  the 
new  Cesarean  and  Porro  operations,  the  procedures  for  relief  of 
ectopic  gestation,  dilatation  of  the  orifices  of  the  stomach,  pylorec- 
tomy,  Bernay's  operation  for  gastric  cancer,  gastroenterostomy,  and 
the  various  improved  methods  of  dealing  with  intestinal  lesions  and 
gunshot  injuries,  until  there  is  no  part  of  the  peritoneal  cavity  or 
its  contents  but  what  has  been  the  subject  of  operation.  The  rapid 
development  of  this  department  of  surgery,  the  multiplicity  ot 
operative  procedures,  and  the  frequency  of  their  performance,  have 
led  to  the  charge  of  errors  in  judgment,  and  to  too  frequent  surgical 
interference.  That  this  charge  is  sometimes  just  is  doubtless  true. 
Indeed,  when  we  observe  the  marvellous  transformation  from  grave 
invalidism  to  complete  health  under  surgical  interference,  it  is  not 
surprising  that  some  patients,  who  have  simulated  similar  symp- 
toms, have  been  subjected  to  unnecessary  operation.  Unfortunately, 
it  is  only  by  experience  that  we  are  enabled  to  grope  through  the 
obscurity  of  disease  to  that  light  which  insures  us  a  proper  knowl- 
edge of  situation  and  relation.  The  censure  for  operative  inter- 
ference is  most  frequently  made  against  removal  of  the  appendages, 
the  advocates  of  electricity  clamoring  that  it  is  rarely,  if  ever, 
necessary.  Crediting  the  treatment  by  electricity  with  all  the 
relief  its  advocates  claim,  it  is  a  very  slow  process,  requiring  a 
long  period  of  time  for  the  relief  of  distressing  symptoms  engen- 
dered by  organs  which  no  plan  of  treatment  can  revitalize  and 


THE   PRESIDENT'S  ANNUAL  ADDRESS. 


3 


vender  useful — organs  which,  after  years  of  quiescence,  are  liable, 
under  slight  cause,  to  redevelop  trouble  that  may  cost  the  individual 
her  life.  Experience  has  not,  however,  either  in  pelvic  inflamma- 
tion or  in  uterine  growths,  justified  the  claims  of  its  enthusiastic 
advocates  for  its  efficacy.  The  experience  of  those  who  largely 
practise  abdominal  work  will,  I  am  sure,  confirm  me  in  the  asser- 
tion that  a  greater  number  lose  their  lives,  or  at  least  suffer  years 
of  discomfort,  for  want  of  prompt  surgical  interference.  So  im- 
pressed have  I  been  with  the  truth  of  this  assertion  by  some  of  my 
late  experience,  that  I  feel  that  the  remainder  of  the  time  at  my 
disposal  cannot  be  better  spent  than  in  the  consideration  and  deter- 
mination of  some  of  the  conditions  requiring  prompt  opening  of  the 
abdominal  cavity.  No  surgeon,  familiar  with  the  destructive  effect 
of  pus  upon  the  adjacent  structure  and  its  influence  upon  the  system 
through  absorption,  will  combat  the  wisdom  of  affording  it  a  speedy 
exit,  whatever  portion  of  the  body  may  be  its  seat.  If  this  be  true 
of  pus  iu  the  general  tissue,  how  much  more  true  when  that  large 
absorbing  surface,  the  peritoneum,  is  filled  with  this  offending 
material.  Here  the  very  vascular  membrane,  with  its  double 
absorbing  system,  and  the  proximity  of  the  sympathetic  nervous 
system,  render  its  presence  exceedingly  deleterious. 

The  existence  of  suppurative  peritonitis,  local  or  general,  would 
absolutely  indicate  the  performance  of  abdominal  section,  and  that 
as  early  as  its  presence  can  be  determined.  Suppurative  peritonitis, 
however,  is  due  to  a  variety  of  causes,  manifests  itself  differently  in 
each,  and  requires  special  phases  of  treatment.  Thus,  it  may  be 
due  to  a  tubo-ovarian  disease  (salpingo-ovaritis).  Ordinarily,  acute 
inflammation  of  the  tubes,  whether  it  result  from  extension  of  dis- 
ease from  the  uterine  mucosa,  after  careless  exposure  to  cold  or 
damp  during  menstruation,  infection  from  the  introduction  of 
sepsis  through  the  intra-uterine  use  of  instruments,  auto-  or 
hetero-genetic  septic  development  following  parturition  or  abor- 
tion, or  infection  through  the  presence  of  gonorrheal  virus,  causes 
prompt  gluing  up  of  the  abdominal  ends  of  the  tubes,  and  prevents 
the  exit  of  the  irritating  fluid  into  the  cavity.  The  fluid  may  col- 
lect in  the  tube  until  it  is  dilated  into  a  thin-walled  sac,  may  dilate 
the  uterine  orifice  and  drain  through  the  uterus,  when  the  patient 
will  give  a  history  of  recurring  abscesses  emptying  through  the 
vagina ;  may  extend,  when  inflammation  is  severe,  by  contiguous 
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structure  to  the  cellular  tissue  and  peritoneum,  producing  condi- 
tions known  as  para-  and  peri-metritis.  Adhesions  become  very 
extensive,  binding  down  tubes,  ovaries,  uterus,  and  intestines. 

The  inflammatory  process  rapidly  results  in  suppuration,  which 
may  dilate  the  tube  into  a  large  pus-sac,  or  even  rupture  it  and  fill 
up  the  broad  ligament.  The  wisdom  of  early  operation  in  such  a 
case  will  hardly  be  questioned.  Such  cases  are  frequently  allowed 
to  drag  along  an  uncomfortable  existence,  without  other  than 
palliative  measures.  Many,  indeed,  die  of  intercurrent  affections, 
when,  if  the  true  cause  of  death  were  announced,  it  should  be  "pus 
in  the  pelvis." 

But  the  class  of  classes  in  which  surgical  interference  is  most 
urgently  demanded,  in  which  any  other  plan  of  treatment  is  unjusti- 
fiable temporizing  with  life-forces,  are  those  in  which,  through  a 
patulous  tube,  the  virulent  septic  or  gonorrheal  infection  passed 
directly  and  swiftly  to  the  peritoneal  cavity,  awaking  pelvic,  or 
more  probably  general,  peritonitis. 

I  need  not  endeavor  to  describe  the  symptoms  of  such  a  case  to 
this  audience.  The  patient's  aspect  is  graphically  impressed  upon 
your  imagination.  But  I  wish  to  emphasize  the  fact  that  large 
accumulations  of  pus  within  the  peritoneum  are  not  necessarily 
accompanied  by  great  pain  or  marked  tenderness.  A  case  comes 
to  my  mind,  occurring  during  my  term  as  resident  in  the  wards  of 
the  Philadelphia  Hospital,  in  whom  the  abdomen  could  be  roughly 
kneaded  without  distress,  yet  subsequent  autopsy  disclosed  the  fact 
that  it  contained  a  quart  of  pus. 

The  character  of  the  operation  must  depend  upon  the  condition 
of  the  patient ;  where  the  peritonitis  is  thoroughly  developed  and 
the  vital  forces  are  being  overcome,  the  better  practice  is  to  be  con- 
tent with  irrigation  and  drainage.  It  is  a  great  temptation  to  pro- 
ceed to  the  removal  of  organs  that  will,  most  probably,  cause 
further  trouble,  but  accurate  judgment  is  required  in  determining 
when  to  stay  the  hand. 

In  some  cases  following  parturition  it  is  a  serious  question 
whether  the  diseased  uterus  should  not  accompany  the  removal  of 
the  disorganized  tubes. 

Appendicitis. — A  most  frequent  cause  is  inflammation  about 
the  appendix  vermiformis.  I  say  "about,"  for  the  reason  that 
clinical  observation  has  demonstrated  that  not  all  inflammations  of 
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this  region  are  due  to  disease  of  the  appendix.  The  cecum  may 
be  the  seat  of  ulceration  or  catarrhal  conditions,  resulting  in  fecal 
accumulation  and  inflammatory  exudations.  The  differential  diag- 
nosis is  sometimes  difficult,  and  must  be  determined  by  treatment ; 
we  do  not  then  narcotize  such  a  patient,  using  opium  only  as  a 
necessary  evil,  while  prompt  evacuation  and  depletion  of  the  in- 
flamed tissues  are  secured  by  large  enemas  and  the  administration 
of  salines.  In  the  majority  of  cases  the  progress  of  the  disease  is 
so  rapid  as  to  leave  no  doubt  of  its  character.  Continuous  severe 
pain,  developing  tympanites,  the  presence  of  a  tumor,  and  marked 
tenderness  are  symptoms  demanding  prompt  operation ;  the  more 
violent  the  symptoms,  the  more  rapid  the  development  of  peri- 
tonitis, the  more  urgent  the  indications  for  the  operation. 

The  symptoms  and  progress  of  the  disease  will  be  dependent 
upon  the  site  of  ulceration  in  the  appendix,  its  extent,  and  the 
relation  of  the  surrounding  viscera  Inflammation,  whatever  its 
cause,  may  extend  to  the  peritoneum  and  cause  adhesions  to  the 
intestinal  coils,  the  bladder,  ovary,  or  colon.  The  inflammatory 
exudation  may  lead  to  suppuration  without  perforation.  This 
collection  of  pus  may  be  found  behind  the  peritoneum,  or  encap- 
sulated within  its  cavity.  Generally,  when  perforation  occurs  from 
ulceration  produced  by  concretion,  nature  has  received  sufficient 
warning  to  interpose  a  temporary  barrier  of  lymph,  so  that  the 
remaining  pus  is  enclosed  within  a  sac.  Occasionally,  however, 
when  the  appendix  is  quite  patulous  and  the  perforation  is  large, 
the  interposed  barriers  are  swept  away  and  the  contents  of  the 
intestine  escape  into  the  peritoneal  cavity.  Local  peritonitis 
rapidly  becomes  general ;  the  life  of  the  patient  is  dependent 
upon  the  judgment  and  promptness  of  his  attending  physician. 
This  is  well  illustrated  by  the  following  history : 

Dr.  M.,  aged  thirty-four  years,  had  experienced  some  discomfort  for  two 
years  in  the  right  lumbar  and  inguinal  regions.  It  had  never  amounted  to 
actual  pain.  Various  diagnoses,  as  incipient  hernia,  neuralgia,  and  hypo- 
chondriasis, had  been  made.  After  free  purgation  with  co.  cathartic  pills, 
on  the  night  of  June  15th  he  was  taken  with  violent  pain  in  this  side.  The 
pain  extended  to  the  head  of  the  penis,  and  occasioned  retraction  of  the  right 
testicle.'  These  symptoms  led  to  the  diagnosis  of  impacted  renal  calculus, 
which,  in  the  judgment  of  his  physicians,  was  confirmed  by  finding  the 
urine  loaded  with  urates.  He  was  kept  constantly  under  the  influence  of 
morphine  in  large  doses.   The  condition  became  further  obscured  by  the 
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presence  of  a  rapidly  developing  peritonitis.  In  answer  to  a  telegram,  I  saw 
him  early  on  the  19th.  He  was  then  dying;  pulse  130,  and  feeble;  ex- 
tremities cold,  breathing  irregular,  continual  vomiting  of  a  greenish  fluid, 
abdomen  very  much  distended  and  tympanitic ;  no  hardness  or  dulness  at 
any  point.  At  his  urgent  request,  I  opened  the  abdomen,  incision  in  the 
median  line.  Liquid  feces  and  pus  flowed  from  the  wound.  The  appendix 
was  perforated,  a  concretion  lying  beside  it ;  no  adhesions  were  present. 
After  thorough  irrigation  and  drainage,  the  patient  was  placed  in  bed. 
He  survived  the  operation  but  two  hours. 

What  better  argument  for  early  operation  could  be  presented  ? 

When  perforation  results  in  the  formation  of  an  encysted  abscess 
the  operation  should  not  necessarily  consist  in  the  removal  of  the 
offending  appendix. 

A  young  lady  was  seen  in  consultation  July  9th,  who  was  taken  with 
violent  pain  in  the  right  side,  vomiting  and  purging,  on  the  evening  of  the 
4th.  She  was  still  suffering  a  great  amount  of  pain.  A  distinct  mass,  very 
sensitive  to  pressure,  could  be  felt  two  inches  to  the  right  of  the  umbilicus. 
An  incision  through  the  walls  over  the  most  prominent  point  evacuated  half 
a  pint  of  pus.  A  concretion  was  found  in  a  cavity  formed  by  the  adherent 
intestines.  This  cavity  was  thoroughly  irrigated  and  the  perforated  appendix 
raised  up.  In  so  doing  this  friable  viscus  was  torn  off.  Its  stump  was 
ligated ;  the  manoeuvre  for  the  removal  of  the  appendix  opened  up  the 
sac.  The  patient  subsequently  died  from  a  general  peritonitis,  though 
drainage  was  used. 

The  better  treatment  would  have  been  to  ignore  the  perforated 
appendix  and  content  ourselves  with  draining  the  cavity  nature  had 
formed  for  us.  Again,  upon  opening  the  abdomen  and  finding  pus 
inclosed  in  a  sac,  in  proximity  to  the  posterior  or  lateral  walls,  the 
pus-cavity  should  be  approached  and  drained  from  the  contiguous 
surface  rather  than  to  endanger  peritonitis  by  infecting  the  peri- 
toneum. 

Insufficient  or  no  drainage  after  operation,  as  a  cause  of  suppura- 
tion, should  not  be  overlooked. 

The  indications  of  beginuing  suppuration  should  lead  to  irriga- 
tion, frequent  and  thorough,  where  a  drainage-tube  is  present ;  and 
to  reopening  the  wound  and  its  insertion  where  one  has  not  been 
introduced. 

Delay  enhances  the  extension  of  disease,  lowers  the  courage  and 
confidence  of  the  patient,  and  diminishes  the  chances  of  recovery. 

Obstruction. — While  the  presence  of  pus  must  be  considered  an 
urgent  cause  for  early  operative  procedure,  the  existence  of  obstruc- 
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tion  must  be  considered  no  less  important.  The  escape  of  a  knuckle 
of  intestine  through  one  of  the  orifices  of  the  body  and  its  subse- 
quent strangulation  are  usually  accompanied  by  physical  signs,  in 
addition  to  the  subjective  symptoms  which  render  the  fact  readily 
determined. 

A  hernia  which  does  not  yield  promptly  to  moderate  taxis  when 
the  patient  is  placed  in  a  position  to  relax  the  constricting  fibres 
should  be  subjected  to  operation  at  the  earliest  possible  moment. 
Repeated  and  persistent  efforts  at  reduction  by  taxis  are  criminal. 
Absence  of  external  signs  of  obstruction  does  not  contra-indicate 
operative  measures.  On  the  contrary,  no  case  of  stercoraceous 
vomiting  should  be  permitted  to  continue  unrelieved  beyond  a  few 
hours  without  the  abdomen  having  been  opened  and  the  cause  of 
the  condition,  whether  internal  constriction,  volvulus,  or  intussus- 
ception, relieved. 

Traumatisms — with  external  injuries,  as  gunshot  injuries  and 
stab-wounds.  A  paper  of  the  late  Marion  Sims  did  much  to  direct 
the  attention  of  the  profession  to  the  wisdom  of  opening  the  abdo- 
men in  gunshot  injuries  of  this  portion  of  the  body.  Prompt  in- 
spection of  the  injuries  of  the  viscera  of  this  cavity  should  be  made 
whenever  it  has  been  penetrated  by  a  projectile.  The  incision 
may  be  made  over  the  line  of  entrance  or  by  the  median  line.  We 
are  justified  in  taking  pride  in  this  surgical  field,  in  which  the  major 
part  of  the  work  has  been  accomplished  by  American  surgeons. 
We  especially  congratulate  ourselves  upon  the  work  of  one  of  our 
own  number,  Dr.  Barrow,  of  Kentucky. 

Penetration  of  the  abdominal  walls  by  a  knife  or  dirk  should  be 
considered  no  less  an  indicatiou  for  enlarging  the  opening  and  thus 
ascertaining  the  extent  of  injury.  The  enlarged  opening  enables 
us  to  irrigate  the  cavity  and  secure  proper  drainage. 

Without  external  injury,  as  a  kick  or  blow.  Grave  injuries  of 
the  viscera  are  received  through  kicks,  blows,  or  by  being  run  over 
by  vehicles,  which  do  not  present  external  evidences  of  their  serious 
character.  In  every  case  of  severe  injury,  particularly  when  fol- 
lowed by  severe  pain  and  other  indications  of  inflammation,  an 
exploratory  incision  should  be  made. 

Mr.  M.,  aged  forty-two  years,  while  in  a  stock-car,  was  kicked  in  the  right 
side  of  the  belly  by  a  horse.  He  lay  unattended  for  some  five  hours  after- 
ward.   The  physician  who  was  called  in  to  see  him  administered  opium  in 
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sufficient  doses  to  relieve  his  pain.  Two  days  later  a  consulting  physician 
advised  the  use  of  salines  to  decrease  the  danger  of  peritonitis.  I  saw  him 
the  night  of  the  18th ;  he  was  then  quite  tympanitic,  pulse  120,  constant 
nausea  and  vomiting.  The  abdomen  was  not  especially  tender,  except  over 
the  right  side,  and  no  hardness  was  noticed.  No  indications  of  injury  could 
be  seen  upon  the  skin.  An  incision  was  made  over  the  point  of  injury  ;  as 
soon  as  the  peritoneum  was  opened  liquid  feces  were  discharged.  The  first 
coil  of  intestine  withdrawn  disclosed  an  opening  into  which  the  thumb  could 
be  introduced.  This  opening  was  sutured  with  a  double  row  of  sutures.  The 
abdomen  was  thoroughly  irrigated  and  the  wound  closed.  The  patient  sur- 
vived thirty  hours. 

Is  it  reasonable  to  suppose  that  a  person  who  could  live  over 
four  days  with  such  an  intestinal  opening  would  have  been  much 
affected  by  an  exploratory  incision  large  enough  to  permit  the  in- 
troduction of  two  ringers  ?  Such  an  operation  on  the  second  or 
third  day  would,  in  all  probability,  have  resulted  favorably. 

Ectopic  Pregnancy. — Two  years  ago,  in  discussing  the  subject 
of  ectopic  gestation,  I  recommended  the  following  plans  of  pro- 
cedure : 

1.  In  every  form  of  ectopic  gestation,  prior  to  the  fourth  month, 
the  destruction  of  the  embryo  by  electricity  (farad  ic  current). 

2.  Between  the  fourth  and  sixth  months  destruction  of  life  by 
electricity,  and  some  weeks  later  laparatomy. 

3.  In  rupture,  immediate  laparatomy  with  removal  of  sac,  con- 
tents, and  effused  blood. 

4.  In  cases  that  have  passed  the  sixth  month  wait  until  viability 
is  well  established,  aud  perform  laparatomy ;  observe  every  pre- 
caution that  separation  of  the  placenta  does  not  occur ;  'close  the  sac 
above  and  drain  through  the  vagina. 

5.  In  case  of  death  of  the  fetus  it  should  be  removed  by  lapar- 
atomy a  few  weeks  later. 

6.  When  the  fetus  has  become  macerated  and  abscess  has  formed, 
its  sinus  should  be  enlarged  and  the  fetal  residuum  removed. 

I  am  free  to  admit  these  conclusions  were  founded  upon  the 
work  of  others  in  whose  experience  I  had  confidence.  By  later  ex- 
perience I  am  led  to  dissent  from  the  first  two  propositions  in  their 
reference  to  the  value  of  electricity. 

The  diagnosis  of  the  condition  prior  to  partial  or  complete  rup- 
ture is  quite  unlikely  to  be  made.  The  first  indication  which 
would  lead  one  to  suspect  extra-uterine  pregnancy  is  the  rupture  of 
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the  sac.  Escape  into  the  peritoneal  cavity  demands  more  radical 
measures.  Escape  into  the  broad  ligament  does  not  always  require 
means  to  destroy  life,  and  when  electricity  is  used  it  is  not  always 
successful. 

That  the  individual  endurance  of  the  current  varies  greatly  was 
demonstrated  by  the  Kemmler  case.  That  this  variation  is  shared 
by  embryonal  life  has  been  demonstrated  by  a  case  in  this  city, 
in  which  ectopic  gestation  was  determined  by  an  accomplished 
diagnostician,  and  electricity  applied  by  a  gentleman  of  large  expe- 
rience, recognized  as  an  authority,  in  quantities  as  large  as  could 
be  safely  borne  by  the  woman,  without  arresting  the  growth.  The 
sac  subsequently  ruptured,  and  life  was  only  saved  by  prompt 
operation.  The  cases  to  which,  however,  I  wish  mostly  to  refer 
are  those  in  which  rupture  of  an  ectopic  gestation-sac  has  taken 
place.  In  many  of  these  cases  we  must  act  rather  from  inference 
than  from  positive  evidence  of  rupture.  The  principal  indication 
will  be  the  suspicion  of  internal  hemorrhage.  The  following  his- 
tory will  exemplify  this  : 

Mrs.  S.,  seen  with  Dr.  T.  0.  Nock,  May  13, 1889,  aged  forty  years,  mother 
of  eleven  children,  had  a  miscarriage  four  months  previously.  Five  weeks 
before,  she  had  menstruated  as  usual,  and  had  been  in  good  health  until  the 
evening  before  our  visit,  when  she  was  taken  with  violent  lancinating  pain  in 
the  left  pelvis.  During  the  night  she  fainted  several  times.  When  we  saw 
her  the  lips  and  face  were  bloodless,  breathing  rapid,  pulse  120  and  weak, 
abdomen  fat  and  pendulous.  Abdomino-vaginal  palpation  negative.  In- 
cision in  the  median  line  ;  abdominal  wall  three  inches  thick.  Blood  was 
discharged  as  soon  as  the  peritoneum  was  opened.  Three  pints  of  blood 
(liquid  and  clotted)  were  evacuated.  One  inch  from  the  uterus  in  the  left 
tube  was  found  an  opening  involving  the  superior  surface  of  the  tube.  It 
had  been  a  sac  about  the  size  of  a  cherry  ;  this  had  been  the  source  of  the 
hemorrhage.  The  tube  was  removed,  the  abdomen  irrigated,  a  drainage- 
tube  inserted,  and  the  wound  closed.  The  patient  recovered  without  an 
unpleasant  symptom. 

"With  a  large,  open  vessel  pouring  out  blood  as  fast  as  the  heart 
can  force  it  into  it,  death  must  occur  in  a  few  hours.  The  operator 
must  proceed  upon  indications  that  could  not  be  accepted  as  evi- 
dence of  the  positive  existence  of  the  suspected  condition.  Suf- 
ficient for  him  that  life  is  imperilled.  The  operation  is  to  remove 
the  cause,  not  to  confirm  the  diagnosis. 


SOME  FACTS  RELATING  TO  THE  DIAGNOSIS  AND 
TREATMENT  OF  PLACENTA  PREVIA. 


By  JAMES  P.  BOYD,  M.D., 

ALBANY. 


Hemorrhage  from  the  uterus,  sudden,  unexpected,  aud  without 
any  apparent  cause,  is  the  marked  symptom  of  placenta  previa. 
The  hemorrhages  resulting  from  an  abnormal  situation  of  the 
placenta  rarely  occur  before  the  end  of  the  sixth  month,  usually 
near  the  end  of  pregnancy,  sometimes  not  until  labor  has  com- 
menced. Undoubtedly  mauy  cases  of  abortion  in  the  early  months 
of  pregnancy  are  due  to  placenta  previa,  but  they  are  rarely  recog- 
nized as  such.  Unlike  most  forms  of  uterine  hemorrhage,  this 
kind  often  occurs  when  the  patient  is  at  rest,  and  even  asleep.  At 
other  times,  however,  it  occurs  after  moderate  exertion,  or  when 
the  patient  is  standing  or  walking,  occasionally  at  the  time  of 
urination. 

Midler's  tables  show  that  iu  complete  placenta  previa  the  first 
hemorrhage  occurs  with  the  greatest  frequency  between  the  twenty- 
eighth  and  thirty-sixth  weeks,  while  in  the  incomplete  form  it 
takes  place  most  commonly  after  the  thirty-second  week.  When 
the  insertion  is  lateral,  hemorrhage  may  be  absent  up  to  the  time  of 
labor.  Parvin  says  that  "  considerable  latitude  must  be  given  to 
the  term  central,  for,  even  though  the  os  be  completely  covered  by 
placental  tissue,  it  is  very  rare  indeed  that  the  distance  from  the 
os  to  the  placental  margin  is  the  same  on  each  side;  in  the  great 
majority  of  cases  the  membranes  can  be  more  readily  reached  by 
the  finger  passing  up  on  the  right  than  upon  the  left  side  of  the 
uterine  cavity ;  and  this  is  a  fact  oftentimes  of  great  practical 
importance." 

The  quantity  of  blood  lost  varies  in  different  cases.  "When  the 
hemorrhage  occurs  early  in  pregnancy,  the  loss  at  first  is  slight, 
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but  increases  with  each  recurrence.  The  first  hemorrhage  may, 
however,  be  very  profuse,  induce  extreme  anemia,  and,  if  repeated, 
may  cause  death. 

Midler  estimates  that  from  one  to  three  pounds  of  blood  may  be 
lost  in  a  single  attack,  and  from  four  to  five  pounds  in  the  course  of 
labor.  Sometimes  there  is  no  profuse  hemorrhage,  but  the  patient's 
health  is  slowly  but  surely  impaired  by  an  oozing  from  the  vagina 
which  may  continue  for  weeks.  According  to  Lusk,  the  most 
violent  hemorrhages  occur  generally  in  the  earlier  part  of  the  first 
stage  of  labor. 

In  a  paper  recently  read  before  the  Bath  and  Bristol  Branch  of 
the  British  Medical  Association,  Dr.  A.  E.  Aust-Laurence  men- 
tions the  following  causes  of  hemorrhage  during  pregnancy  : 

1.  Persistence  of  menstruation. 

2.  Bleeding  from  an  eroded  and  granular  cervix. 

3.  Hemorrhage  from  malignant  disease  of  the  cervix. 

4.  Hemorrhage  may  also  be  caused  by  simple  or  malignant 
ulceration  of  the  vagina,  by  vascular  growths  at  the  meatus,  and 
by  ruptured  vaginal  veins. 

5.  Hemorrhage  due  to  some  fault  of  the  placenta.  The  position 
of  the  placenta  may  be  normal,  but  the  orgau  deficient  in  the 
trabecular  structure  which  supports  the  bloodvessels,  or  the  vessels 
may  be  weakened  by  fatty  degeneration.  In  either  of  these  condi- 
tions slight  causes  will  produce  hemorrhage. 

6.  Bleeding  from  accidental  separation  of  the  placenta,  external, 
or  internal  and  concealed. 

Some  cases  which  have  been  referred  to  me  as  instances  of 
persistence  of  menstruation  during  pregnancy,  I  have  found,  on 
examination,  to  be  really  due  to  laceration  of  the  cervix  deep  in 
character  and  with  granular  degeneration.  A  small  polypus 
attached  to  the  cervix  caused  the  hemorrhage  in  one  instance,  and 
ruptured  vaginal  veins  led  to  the  error  in  diagnosis  in  another 
case. 

In  Goodell's  collection  of  106  cases  of  concealed  accidental 
hemorrhage  of  the  gravid  uterus  the  maternal  mortality  is  51  per 
cent.,  and  the  fetal  mortality  94  per  cent.  The  causes  of  hemor- 
rhage from  a  normally  implanted  placenta  are,  according  to 
Goodell,  irregular  uterine  contractions,  external  violence,  and  undue 
exertion ;  in  seven  the  causes  were  purely  emotional.    The  symp- 
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toms  are  an  alarming  state  of  collapse,  pain  often  excessive,  absence 
or  extreme  feebleness  of  the  pains  of  labor,  marked  distention  of 
the  uterus,  sometimes  a  lateral  bulging  of  the  uterine  walls,  a  show 
of  blood,  a  serous  discharge,  and  blood  in  the  liquor  amuii. 

Although  the  occurrence  of  hemorrhage  during  the  last  three 
months  of  pregnancy  may  lead  us  to  suspect  an  abnormal  situation 
of  the  placenta,  the  vaginal  examination  alone  will  enable  us  to 
ascertain  the  true  condition  of  affairs.  The  diagnosis  cannot  be 
considered  positive  until  the  examiner  has  actually  touched  the 
placenta.  This  can  be  recognized  by  its  peculiar,  granular,  spongy 
texture.  A  blood-clot  would  possibly  obscure  the  diagnosis,  but 
this  can  be  readily  distinguished  from  the  part  of  the  placenta 
lying  near  or  over  the  os  internum,  if  the  examination  be  conducted 
with  care. 

In  most  cases  the  cervix  is  so  soft  and  patulous  as  to  permit  one 
or  two  fingers  to  pass  with  ease,  especially  in  multi parse.  In 
primiparse,  however,  this  cannot  always  be  accomplished.  In  some 
primipane  the  cervix  is  long,  narrow,  and  rigid ;  but,  as  King  has 
shown  in  these  cases,  "  one  side  of  the  lower  segment  of  the  uterus 
may  be  felt  through  the  vagina  to  be  boggy,  soft,  and  enlarged 
where  the  placenta  is  attached ;  and  the  pulsation  of  arteries  may 
be  felt  in  it."  The  sign  ballottement  is  obscured.  Dr.  Wallace 
has  suggested  vaginal  auscultation  as  an  aid  in  diagnosis,  and  says 
that  the  placental  bruit  may  be  clearly  heard  by  means  of  a  curved 
wooden  stethoscope. 

Herbert  Spencer,  of  University  College  Hospital,  read  a  paper 
on  the  "  Diagnosis  of  Placenta  Previa  by  Abdominal  Palpation," 
before  the  Loudon  Obstetrical  Society.  After  showing  the  possi- 
bility of  making  out  the  placental  site  by  abdominal  palpation  when 
situated  in  the  corpus  and  fundus  uteri,  he  described  seven  cases 
of  placenta  previa  in  which  he  had  diagnosticated  the  presence  or 
absence  of  the  placenta  from  the  anterior  wall  of  the  lower  uterine 
segment,  the  diagnosis  being  subsequently  verified  by  vaginal  and 
intra-uterine  examination.  The  seven  patients  were  all  multipara?, 
the  vertex  presented,  and  the  examination  was  made  without  anes- 
thesia before  the  rupture  of  membranes  and  the  onset  of  pains.  In 
four  cases  it  was  made  out  that  the  placenta  was  not  attached  in 
part ;  in  the  remaining  three  its  exact  site  was  determined — in  two 
cases  before  it  could  be  felt  per  vaginam.    Spencer  concludes : 
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1.  In  ordinary  vertex  presentations,  the  placenta  being  in  the  upper 
segment,  the  occiput,  forehead  (at  a  higher  level),  and  the  side  of 
the  head  can  be  distinctly  felt  in  the  lower  segment.  2.  In  placenta 
previa  with  vertex  presenting,  the  head  cannot  be  felt  where 
the  placenta  is  situated,  but  may  be  distinctly  felt  where  the 
placenta  is  absent.  If  the  placenta  is  in  front,  the  examining 
fingers  are  kept  from  the  head  by  an  elastic  mass  of  the  consistence 
of  a  wetted  bath-sponge.  If  its  edge  can  be  felt,  it  has  the  shape 
of  the  segment  of  a  circle ;  within  the  circle  everything  is  obscure 
to  touch,  but  outside  the  head  may  be  plainly  felt.  Impulses  to 
the  head  are  not  clearly  felt  through  the  placenta ;  impulses  to  the 
head  through  the  intervening  tissues  are  distinctly  felt  wherever 
the  placenta  is  absent.  In  the  discussion  that  followed,  Braxton 
Hicks  and  Robert  Barnes  agreed  with  the  speaker,  while  Matthews 
Duncan  asserted  that  diagnosis  of  the  healthy  placenta  during 
pregnancy,  by  palpation,  is  impossible. 

In  the  last  ten  years  the  treatment  of  placenta  previa  has 
attracted  considerable  attention,  and  the  subject  has  excited  much 
controversy.  Some  of  the  ablest  obstetric  writers  in  America, 
England,  and  Germany  have  lately  given  testimony  to  the  impor- 
tance of  this  complication  of  labor.  We  are  still  far  from  arriving 
at  a  satisfactory  solution  of  the  problem  of  treatment.  Thomas 
has  recently  said  that  "  in  spite  of  the  great  advances  made  in  the 
management  of  placenta  previa  by  modern  obstetricians,  foremost 
among  whom  must  be  mentioned  Simpson  and  Barnes,  of  Great 
Britain,  the  fetal  and  maternal  mortality  of  this  most  formidable 
pathological  condition  leaves  much  to  be  desired." 

The  papers  of  Enoch  W.  King,  of  Indiana,  and  of  Richard 
Lomer,  of  Berlin,  which  appeared  in  the  American  Journal  of 
Obstetrics,  have  served  a  good  purpose  in  directing  attention  to  the 
results  of  certain  time-honored  methods  of  treatment  in  cases  of 
placenta  previa.  Lomer  expresses  himself  as  follows  regarding  the 
rupture  of  the  membranes  in  cases  of  head-presentation  :  "  When 
the  placenta  is  only  felt  marginally,  when  the  head  has  entered  the 
pelvis,  when  pains  are  strong  and  hemorrhage  not  very  profuse, 
then  rupture  of  the  membranes  seems  to  be  the  right  thiug.  It 
must,  however,  not  be  forgotten  that  in  adopting  this  method  of 
treatment  the  chances  for  effecting  an  easy  version  are  lost,  and,  as 
sometimes  hemorrhage  does  not  cease  after  rupture  of  the  mem- 
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branes  (five  times  in  our  cases),  turning  has  then  to  be  resorted  to 
under  unfavorable  circumstances." 

King,  in  his  review  of  the  treatment  of  placenta  previa,  says  that 
evacuation  of  the  liquor  arunii,  if  performed  before  the  os  is 
dilated,  has  been  shown  to  bean  unreliable  agent;  and,  if  not  fol- 
lowed by  speedy  delivery,  may  result  disastrously  to  both  mother 
and  child  by  occult  hemorrhage,  or  by  prolonging  the  labor,  and 
should  not  be  classed  as  a  means  for  controlling  the  hemorrhage 
while  the  os  dilates,  but,  after  dilatation  is  accomplished,  it  may  be 
a  valuable  means  for  hastening  the  delivery  of  the  child,  upon  the 
same  principle  as  it  is  in  ordinary  cases  of  parturition. 

King  concludes,  from  an  analysis  of  his  cases,  that,  "  as  regards 
the  mother,  the  tampon  is  not  proven  to  be  of  decided  value  in 
partial  presentations,  and  of  none  whatever  in  complete.  In  his 
analysis  of  the  cases  treated  by  the  tampon  he  found  a  heavy  mor- 
tality to  both  mother  and  child  in  those  cases  in  which  turning  was 
subsequently  resorted  to.  In  order  to  compare  them  with  the 
version  cases,  he  has  tabulated  those  cases  treated  by  the  tampon 
and  version,  those  treated  by  the  tampon  without  version,  aud 
those  treated  by  version  without  tampon.  From  this  table  he  finds 
"  the  mortality  to  both  mother  and  child,  and  especially  the  mother, 
much  heavier  in  those  treated  by  version  subsequent  to  the  use  ot 
the  tampon  than  in  either  of  the  other  classes."  King  cannot 
explain  this  greater  mortality  "  uuless  upon  the  theory  that  there 
is  an  unjustifiable  sense  of  security  impressed  upon  the  mind  of  the 
attendant  when  the  tampon  is  applied,  and  opportunities  are  lost 
that  should  be  taken  advantage  of ;  and,  finally,  when  it  becomes 
actually  necessary  for  something  else  to  be  done,  our  patient  has 
been  so  heavily  drained  of  life's  fluid,  and  exhausted  in  vital  forces, 
that  her  chances  for  rallying  are  greatly  diminished." 

It  is  a  remarkable  fact  that  in  the  240  cases  of  placenta  previa, 
collected  by  King  iu  the  State  of  Indiana,  but  1  is  reported  in 
which  the  combined  method  of  version  was  practised.  Braxton 
Hicks,  in  1860,  described  his  method  of  performing  version,  and 
recommended  it  especially  in  cases  of  placenta  previa.  Again,  in 
1889,  Braxton  Hicks  read  an  essay  before  the  Obstetric  Section  of 
the  British  Medical  Association,  at  Leeds,  proposing  certain  rules 
for  the  management  of  cases  of  placenta  previa,  aud  once  more 
explaining  the  benefits  to  be  derived  from  his  method.    In  the 
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American  Journal  of  Obstetrics  for  December,  1884,  Loraer,  of 
Berlin,  published  an  article  on  combined  turning  in  the  treatment 
of  placenta  previa,  which  awakened  renewed  interest  in  the  subject. 
When  the  grave  prognosis  to  mother  and  child  in  this  complica- 
tion of  labor  is  considered,  it  is  easy  to  understand  why  Lomer's 
article  has  attracted  so  much  attention.  Including  deaths  from 
puerperal  processes  Miiller  estimates  the  total  mortality  at  not  less 
than  from  36  to  40  per  cent.  Lomer  calls  attention  to  the  fact  that 
in  178  cases  treated  by  the  combined  version  by  Hofmeier,  Behm, 
and  himself,  the  mortality  was  only  4.5  per  cent.  It  is  interesting 
to  note  that  the  cases  in  Lomer's  collection  were  attended  by  nine 
different  assistants.  Lomer  gives  a  "  list  of  collections  of  cases, 
showing  what  has  been  the  result  of  the  inquiry  of  authors  as  to 
the  prognosis  for  the  mothers  in  placenta  previa." 


No.  of  cases.         Deaths.  Percent. 

Charpentier   65  22  35 

Depaul   71  23  32 

Simpson   654  180  29 

Schwarz      .....  332  80  26 

Charpentier   952  237  25 

Trask   938  237  25 

Miiller   912  212  23 

King   240  54  22.5 

If  we  now  look  at  the  mortality  of  children  in  placenta  previa, 
according  to  different  authors  in  Lomer's  table,  we  find — 

Schwarz   75  per  cent. 

Hecker   67 

Barnes        .    64  " 

Miiller   64  " 

Fritsch   60  " 

Spiegelberg   50  " 

Braun   50  u 


An  important  point  to  be  noted  in  studying  this  table  is  that 
"  these  numbers  chiefly  refer  only  to  the  question  whether  the  child 
was  born  alive,  not  whether  it  remained  alive." 

Lomer  states  that  the  mortality  of  children  in  his  list  of  cases  of 
placenta  previa,  treated  by  combined  turning,  was  60  per  cent. 

The  unusual  facilities  for  clinical  investigation  under  the  control 
of  the  author  of  this  article,  on  combined  turning  in  the  treatment 
of  placenta  previa,  the  excellent  results  obtained,  and  the  vigor  and 
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clearness  of  the  views  expressed,  will  recommend  it  to  all  who  are 
interested  in  the  advance  of  obstetric  science. 

In  Germany  Kuhu,  Fasbender,  and  Martin  have  each  published 
cases  of  placenta  previa  in  which  combined  version  has  been  per- 
formed with  excellent  results.  Kaltenbach  also  recommends  the 
operation.  Detachment  of  the  placenta  was  advocated  by  Radford 
in  1819,  and  by  Kinderword  in  1821,  as  a  conditional  or  excep- 
tional operation,  and  by  Simpson  in  1845.  Partial  separation  of 
the  placenta  has  been  practised  by  Barnes,  Cohen,  and  Davis. 

Barnes's  method  is  founded  upon  the  proposition  that  the  "  physi- 
ological arrest  of  flooding  is  neither  permanent  nor  secure  until  the 
whole  of  that  portion  of  the  placenta  which  had  adhered  within  the 
lower  zone  of  the  uterus  is  detached,  that  being  the  portion  which 
is  liable  to  be  separated  during  the  opening  of  the  lower  segment 
of  the  uterus  to  the  extent  necessary  to  give  passage  to  the  child." 

According  to  Parvin,  Dr.  Barnes  has  recently  stated  that  his 
method  gives  33  per  cent,  of  children  born  alive,  and  that  concur- 
rently with  a  larger  saving  of  mothers  than  has  been  secured  by 
any  other  methods. 

Cohen  and  Davis  have  practised  methods  of  treatment  somewhat 
like  that  of  Barnes. 

Referring  to  Cohen's  method,  Barnes  says,  "  This  proceeding, 
fundamentally  distinct  in  its  theoretical  argument  and  in  its  in- 
trinsic nature,  has  been  by  some  writers  confounded  with  Barnes's 
method." 

Simpson  advocated  entire  separation  of  the  placenta  in  certain 
cases. 

Anyone  who  has  attentively  studied  the  literature  of  the  subject 
for  the  past  few  years  cannot  fail  to  be  impressed  with  the  tendency 
toward  the  induction  of  premature  delivery  as  a  prophylactic 
measure  in  cases  of  placenta  previa,  plainly  shown  in  the  writings 
of  those  whose  experience  entitles  them  to  speak  with  authority. 

One  of  the  recent  contributions  to  the  study  of  placenta  previa 
is  by  Dr.  W.  W.  Jaggard,  of  Chicago,  who  read  a  paper  in  which 
he  endeavored  to  defend  the  following  propositions : 

1.  There  is  no  expectant  treatment  of  placenta  previa.  As 
soon  as  the  diagnosis  is  established,  terminate  pregnancy. 

2.  It  is  the  physician's  duty  to  remain  by  his  patient  until  she 
is  delivered  and  out  of  danger. 
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3.  The  best  routine  treatment  is  that  outlined  by  Braxton  Hicks. 
Turn  by  Braxton  Hicks's  method  and  plug  the  lower  uterine  seg- 
ment with  the  child's  body,  but  do  not  extract. 

4.  In  lateral  placenta  previa,  vertex  presentation,  rupture  the 
membranes,  and  if  the  hemorrhage  is  not  arrested  apply  forceps. 

5.  When  conditions  for  version  or  forceps  are  absent,  tampon 
with  Braun's  colpeurynter  or  iodoform  gauze  or  wicking. 

In  1883  I  reported  eleven  cases  of  placenta  previa ;  since  that 
time  I  have  seen  eight  more,  so  that  altogether  nineteen  cases  have 
come  under  my  observation. 

Of  these  cases  the  majority  were  seen  in  consultation  ;  but  a  very 
small  number  occurred  in  my  own  practice  :  seven  cases  at  the  ninth 
month ;  three  cases  at  the  eighth  month  ;  four  cases  at  the  seventh 
month  ;  two  cases  at  the  sixth  month  ;  three  cases  at  the  fifth  month. 

The  shoulder  presented  in  three  cases.  Version  by  internal  or 
Braxton  Hicks's  method  was  done  in  ten  cases. 

The  forceps  were  applied  after  rupture  of  the  membranes  in 
three  cases. 

In  three  cases  labor  terminated  naturally  after  rupture  of  the 
membranes. 

In  two  cases  partial  separation  of  the  placenta  (Barnes's  method) 
was  practised,  and  one  case  did  not  require  any  special  treatment. 

Barnes's  rubber  bags  were  employed  whenever  dilatation  of  the 
cervix  and  control  of  the  hemorrhage  were  required,  except  in  one 
case,  and  then  from  necessity  the  cotton  tampon  was  used. 

The  expectant  treatment  had  been  followed  out  faithfully  by 
the  physicians  in  charge  of  many  of  the  cases,  but  in  all  the  symp- 
toms were  serious  and  the  prostration  great  when  I  saw  them  in 
consultation.  In  some  of  the  cases  the  symptoms  indicated  septic 
poisoning :  the  temperature  was  high,  the  pulse  rapid,  and  the  dis- 
charge from  the  vagina  offensive.  The  tampon  had  something  to 
do  with  this  state  of  affairs.  There  was  but  one  case  of  complete 
placenta  previa.  In  all  the  other  cases  the  insertion  of  the  pla- 
centa was  partial  or  marginal.  The  history  of  the  one  fatal  case  is 
somewhat  instructive.  I  was  hastily  summoned  early  one  morning 
to  see  a  case  in  consultation.  The  physician  in  attendance  in- 
formed me  that  the  patient,  a  multipara  of  about  thirty-five  years 
of  age,  had  been  treated  by  a  midwife  for  two  days,  and  that  he 
had  been  called  to  see  the  case  only  a  half-hour  before  my  arrival. 
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I  learned,  furthermore,  that  she  was  not  only  in  labor  at  the 
seventh  month  of  pregnancy,  but  was  also  flowing  excessively ; 
the  woman  was  in  a  bad  condition.  The  pulse  was  130,  the  skin 
cool,  and  the  respiration  sighing.  The  hemorrhage  had  begun 
two  days  before  our  visit,  and  although  slight  at  first  had  increased 
in  severity  with  the  development  of  the  labor-pains.  A  vaginal 
examination  convinced  me  that  the  physician's  diagnosis  was 
correct  and  that  the  cause  of  the  hemorrhage  was  an  abnormal 
insertion  of  the  placenta.  As  the  os  externum  was  dilated  to 
about  the  size  of  a  half-dollar,  I  experienced  no  difficulty  in 
passing  my  finger  up  to  the  internal  os,  which  seemed  completely 
closed  by  the  placenta.  By  separating  a  portion  of  the  placenta 
from  the  uterine  walls,  I  found  the  membranes  and  was  able  to 
feel  the  presenting  head  of  the  child.  As  the  cervix  was  quite 
soft  and  dilatable  it  was  determined  to  favor  an  early  delivery. 
I  was  not  present  at  the  birth  of  the  child,  but  understand  that 
after  complete  dilatation  the  head  descended  well  into  the  pelvis  and 
the  forceps  were  employed  to  hasten  the  delivery.  The  uterus 
contracted  well  after  expulsion  of  the  placenta.  The  patient  died 
three  or  four  hours  after  delivery. 

In  my  experience  the  expectant  treatment  has  been  far  from  en- 
couraging. Many  of  the  cases  which  I  saw  in  consultation  had 
been  treated  for  weeks  without  avail,  upon  this  plan.  In  the 
septic  cases  the  adhesions  of  the  placenta  were  very  strong,  and  I 
used  Munde's  curette  in  one  instance  to  remove  the  diseased  mass. 
Many  of  the  children  were  dead  at  the  time  of  operation ;  at  least 
I  could  hear  no  fetal  heart-sounds  nor  detect  any  movements. 

The  fetal  mortality  in  my  cases  was  63  per  cent. ;  maternal 
mortality,  5  per  cent. 
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DISCUSSION. 

Dr.  William  Wotkyns  Seymour,  of  Troy. — The  subject  is  of 
interest  to  me,  inasmuch  as  I  had  recently  in  my  own  practice  a  fatal 
case  of  placenta  previa.  I  think  lessons  which  may  be  drawn  from 
it  in  a  number  of  directions  are  of  particular  interest.  In  listening 
to  Dr.  Boyd's  paper  one  question  which  impressed  me  greatly,  and 
which  ought  to  be  particularly  brought  out,  was,  that  we  are  to  regard 
as  important  not  merely  the  immediate  mortality  of  the  children  but 
their  viability.  I  think,  as  Lomer  showed  in  his  paper,  probably 
founded  on  the  worst  cases  the  practitioner  comes  across,  handled  by 
midwives,  good,  bad,  and  indifferent,  that  in  the  treatment  advocated 
in  Dr.  Boyd's  paper,  of  the  employment  of  Braxton  Hicks's  method 
without  extraction  of  the  child,  lies  our  safest  method  of  treatment  in 
these  cases  ;  for,  if  extraction  is  immediately  made,  unless  great  care  is 
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exercised  by  the  operator,  there  is  apt  to  result  laceration  of  the  cervix, 
or  lacerations  high  up  in  the  supra-vaginal  portion,  which  may  prove 
fatal.  My  own  individual  preference  has  been  the  combined  treatment 
— i.  e.,  Braxton  Hicks's  method,  and  leaving  the  expulsion  to  nature. 
In  one  of  my  three  cases  I  had  the  unpleasant  experience  of  being 
obliged  some  hours  later  to  anesthetize  the  patient,  and  sew  up  quite  a 
large  tear  of  the  infra-vaginal  portion  of  the  cervix,  and  to  place  a  deep 
suture  in  the  vault  of  the  vagina  to  control  the  hemorrhage  coming 
from  the  uterine  artery.  The  patient  recovered.  In  my  third  case  I 
asked  the  assistance  of  the  gentleman  in  consultation  who  was  with  me 
in  the  second  case,  and  he  advocated  in  that  case  also  immediate 
extraction.  In  the  third  case  I  gave  way  to  his  advice  of  immediate 
extraction,  and  I  am  inclined  to  think  that  the  fatal  result,  notwith- 
standing the  large  loss  of  blood  before  I  was  called,  was  due  to  this 
fact.  When  I  left  the  patient,  a  considerable  time  after  delivery,  all 
bleeding  had  been  stopped,  and  after  expulsion  of  the  placenta  and 
irrigation  of  the  uterus  by  hot  water,  the  uterus  was  thoroughly  con- 
tracted. I  was  called  to  the  case  two  hours  later  by  a  recurrence  of 
the  bleeding.  I  went  prepared  to  operate  on  any  tear  I  might  dis- 
cover but  found  the  patient  dead.  I  was  unable  to  obtain  consent  to 
make  a  post-mortem,  and  verify  my  suspicion  that  there  was  a  high 
internal  laceration  of  the  cervix.  I  am  inclined  to  think  the  fatal  case 
was  similar  to  my  second  one.  In  the  three  cases  I  have  had  I  lost  two 
of  the  children.  The  first  one  was  a  head  presentation,  in  which  the 
placenta  was  partially  separated,  and  Taylor's  narrow-bladed  forceps 
was  applied,  not  for  the  purpose  of  extraction,  but,  as  recommended 
by  Taylor,  to  bring  the  head  into  the  cervix  to  act  as  a  tampon.  In 
Lomer's  statistics  he  draws  a  close  distinction  between  the  immediate 
mortality  of  the  children  and  their  viability,  and  says  that  in  the  vast 
majority  of  cases  where  the  children  are  delivered  alive  they  die  in  a 
short  time.  I  am  inclined  to  agree  with  him  in  that  the  child's  life  in 
relation  to  the  mother  should  be  considered  as  nothing  at  all.*  If  we 
are  able  by  the  combined  method  to  save  a  larger  proportion  of  the 
women  the  life  of  the  child  should  not  count  much.  I  should,  from 
my  own  experience,  enforce  the  advisability  of  the  practitioner  going 
prepared  to  ligate  or  suture  any  tears  of  the  cervix  or  vagina,  or  to 
take  up  the  uterine  arteries  if  need  be. 

The  President. — I  think  it  would  be  well  in  this  discusssion  to 
consider  the  recommendation  of  Tait  as  to  the  supra-vaginal  removal 
of  the  uterus  in  cases  of  placenta  previa. 

Dr.  Joseph  Price,  of  Philadelphia. — It  is  my  impression,  from  a 
practical  standpoint,  that  great  mischief  has  already  come  from  this 
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treatment  which  you  have  suggested.  The  supra-vaginal  amputation 
of  the  uterus,  or  delivering  the  child  through  an  incision  smaller  than 
the  normal  birth-passage,  seems  to  me,  speaking  from  a  large,  purely- 
practical  experience,  a  criminal  procedure.  I  have  had  a  large  and 
satisfactory  experience  in  delivering  impacted  heads,  or  badly-managed 
labors,  delivering  sometimes  a  living  child,  and  always  a  living 
mother.  An  obstetrician  or  practitioner,  with  sufficient  experience, 
can  accomplish  sufficient  dilatation,  except  in  rare  cases,  without  muti- 
lation to  the  maternal  soft  parts,  or  tears  extending  into  the  peritoneal 
cavity.  I  was  not  present  to  hear  all  of  the  paper,  but  it  seemed  to  be 
an  able  fortification  of  the  remarkable  consensus  of  opinion  now  held. 

Methods  of  treatment  following  Hoffmeier's  statistics  have  been  in 
the  lines  laid  down  at  that  time,  and  the  results  have  been  a  very  great 
improvement  on  the  older  methods  of  delay.  I  am  glad  the  doctor 
emphasizes  his  opposition  to  the  expectant  plan.  Many  of  these  deaths 
are  due  to  following  the  expectant  plan,  and  to  the  prolonged  and  high 
degree  of  anemia  incident  to  such  delay.  Two  at  least  of  the  deaths 
reported  this  morning  were  probably  due  to  embolism  incident  to  that 
degree  of  anemia.  We  have  it  in  surgery,  and  this  is  only  a  class  of 
surgery.  The  fatality  in  the  expectant  plan  is  always  very  large  to 
both  mother  and  child.  The  class  of  cases  I  myself  have  had  to  deal 
with  have  been  delayed  up  to  the  danger-point.  For  instance,  three 
of  the  patients  have  been  shipped  to  me.  They  came  from  alleys  or 
courts,  with  neither  nurse  nor  attendant.  Without  any  assistance,  and 
not  willing  to  spend  the  day  with  the  patient,  physicians  have  shipped 
these  women  into  the  hospital.  One,  I  remember,  was  led  in  by  two 
attendants.  She  left  a  path  of  blood  from  the  carriage-stand  to  the 
delivery-room.  That  woman  was  delivered  speedily.  I  took  time 
only  to  wash  my  hands.  In  twenty-five  minutes  she  was  delivered  of 
a  living  child.  I  passed  through  the  placenta  and  tamponned  with 
the  thighs  and  breech  of  the  child.  The  delivery  from  that  time  on 
was  not  hurried.  I  am  glad  the  doctor  alludes  to  Dr.  Taylor's  method 
of  using  forceps  in  the  head  delivery.  The  fixation  of  the  head  and 
control  of  hemorrhage  are  all  rather  easy  with  the  long  Taylor  forceps, 
and  there  is  no  other  forceps  in  my  experience  with  which  we  can  do  as 
much  as  with  the  Taylor  forceps.  I  will  relate  one  case.  The  woman 
had  had  a  hemorrhage.  I  could  not  determine  the  position  of  the 
placenta.  She  bled  profusely  shortly  after  admission,  and  I  decided : 
Be  it  placenta  previa  or  accidental  hemorrhage,  I  am  going  to  deliver; 
and  did  so  by  turning.  In  this  case  it  was  lateral  implantation  of  the 
placenta.  I  am  satisfied  that  some  of  the  cases  reported  as  placenta 
previa  are  not  such.    Sometimes  the  physician  says  he  delivered  hastily, 
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and  remained  in  doubt  as  to  the  position  of  the  placenta.  He  has  not 
taken  pains  to  determine,  but  has  hastily  delivered  by  the  compression 
method.    Such  cases  are  often  accidental  hemorrhages. 

Dr.  Albert  Vander  Veer,  of  Albany. — I  listened  to  this  excel- 
lent paper  with  great  interest.  Although  I  am  not  now  practising 
obstetrics,  yet  in  years  gone  by  I  did  do  quite  a  large  obstetrical  practice. 
It  is  only  as  I  may  be  called  by  some  of  my  old  families  where  a  serious 
case  is  pending,  that  I  occasionally  meet  placenta  previa.  I  wish  this 
paper  might  be  put  in  the  hands  of  every  young  practitioner.  It 
would  teach  a  just  appreciation  of  the  diagnosis  of  a  case.  I  believe 
much  harm  comes  from  tamponning.  I  believe  the  practitioner  who 
uses  the  tampon  is  the  one  who  most  frequently  finds  it  necessary  to 
call  someone  in  consultation.  Dr.  Price  has  said  this  is  but  a  branch 
of  surgery,  and  that  is  true.  When  we  are  called  in  a  moment  of  keen 
anxiety  and  find  a  case  of  placenta  previa,  with  the  placenta  presenting 
fairly  and  squarely,  in  the  minds  of  many  there  is  a  desire  to  deliver 
quickly  ;  and  this  is  a  great  mistake.  Turning,  delivering  carefully  and 
slowly,  using  the  child  as  a  tampon  as  it  were,  dilating  the  parts  some- 
what slowly,  we  do  great  good  to  our  patient.  We  thus  save  some  of  the 
children,  and  more  of  the  mothers,  I  believe.  I  have  not  been  favor- 
ably impressed  with  Mr.  Tait's  remarks  in  regard  to  the  necessity  of 
doing  the  Porro  operation  in  these  cases.  If  there  is  anything  I  would 
add  to  Dr.  Boyd's  paper,  it  would  be  to  emphasize  the  importance  of 
doing  nothing  which  would  add  to  the  shock  the  patient  is  suffering 
from.  The  position  of  the  patient  is  important ;  lowering  the  head  and 
elevating  the  buttocks  ;  watching  her  carefully  in  the  few  hours  fol- 
lowing delivery  ;  for  patients  are  sometimes  saved  in  this  way. 

Dr.  Price. — Ten  years  ago,  a  period  antedating  the  new-school 
physicians  and  surgeons,  physicians  always  washed  their  hands  after 
doing  surgical  operations  and  making  obstetrical  examinations.  The 
rule  was  to  enter  the  room  and  throw  off  the  sealskin  gloves  that  had 
been  used  five  or  ten  years,  make  an  obstetrical  examination,  and  then 
wash  the  hands.  I  recall  a  case  alluded  to  in  Carl  Braun's  practice. 
I  think  some  ten,  or  fifteen,  or  twenty  hours  the  case  was  delayed  to 
build  this  woman  up,  to  strengthen  her.  A  prominent  obstetrician  here 
told  me  he  once  did  the  same  thing.  He  gave  the  woman  sixteen  pints 
of  beef-tea,  elevating  not  only  her  hips  but  the  foot  of  the  bed.  He 
succeeded  in  delivering  her  of  a  living  child.  He  decided  when  he 
first  saw  her  that  it  would  be  impossible  to  deliver  either  mother  or 
child  safely.  She  was  simply  dying.  He  attempted  to  save  her,  and 
saved  both,  by  preparing  for  'delivery.    In  many  cases  this  is  a  delicate 
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point  to  decide,  because  another  hemorrhage  may  prove  the  feather  to 
depress  the  beam. 

I  wish  to  ask  Dr.  Boyd  one  question.  He  speaks  of  having  to 
curette  in  one  case.  Have  you  any  record  of  the  intra-uterine  treat- 
ments that  antedated  these  conceptions? 

Dr.  Boyd. — Of  that  I  do  not  know. 

Dr.  Rollin  L.  Banta,  of  Buffalo. — A  considerable  experience  in 
placenta  previa,  having  had  sixteen  or  seventeen  cases,  prompts  me  to 
say  a  word  in  regard  to  the  use  of  the  tampon.  Some  four  years  ago 
I  wrote  an  article  on  this  subject  for  the  New  York  State  Medical 
Association,  in  which  I  took  strong  ground  against  its  employment. 
The  tampon  is  a  very  good  thing  in  the  right  place,  but  not  as  used 
ordinarily  by  general  practitioners.  Sometimes  we  have  men  eminent 
in  the  profession  who  do  not  appreciate  the  necessity  of  thorough  anti- 
septic precaution  in  these  cases.  By  way  of  illustration  I  may  mention 
that  I  was  called  in  consultation  only  a  few  weeks  ago  by  an  eminent 
bacteriologist.  When  I  went  into  the  room  I  found  it  was  a  labor 
case,  and  I  had  not  brought  my  obstetrical  bag.  I  asked  him  for  his 
nail-brush.  He  said  he  did  not  have  one  with  him.  I  mention  this 
to  show  how  ill  prepared  some  good  men  go  to  an  obstetric  case.  The 
difference  between  the  way  the  tampon  was  used  ten  years  ago  and  the 
way  it  ought  to  be  used  would  make  quite  a  difference  in  the  statistics 
on  this  subject.  Leopold,  of  Dresden,  I  have  been  informed,  makes 
his  assistants  use  the  nail-brush  seven  and  a  half  minutes,  and  disin- 
fectants five  minutes.  I  think  if  this  was  done  in  all  cases  of  placenta 
previa,  no  matter  whether  Barnes's  dilator  or  Braxton  Hicks's  method 
was  used,  the  dirt  being  kept  away,  the  results  would  be  a  great  deal 
better  than  those  we  have  at  present. 
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Of  the  many  complications  of  labor  occurring  at  full  term,  the 
adherent  placenta  has  often  been  found  far  from  being  the  least  in 
importance.  According  to  Cazeaux,  "  These  abnormal  adhesions 
result  from  an  inflammation  of  the  placenta  or  of  the  uterine  walls 
during  gestation.  The  inflammation  is  terminated  b}'  the  exuda- 
tion of  plastic  and  coagulable  lymph  between  the  contiguous 
surfaces."  Various  expedients  and  plans  of  treatment  have  been 
resorted  to  from  time  to  time  for  overcoming  the  placental  adhe- 
sions and  retentions. 

"  When  the  placenta  is  retained  after  the  expulsion  of  the  child, 
the  child,"  according  to  the  Hippocratic  treatise,1  "  is  to  be  laid 
upon  wool,  or  upon  two  bladders  filled  with  water,  either  of  which 
is  to  be  pricked,  so  that  the  water  may  run  off  gradually  and  thus 
draw  down  the  placenta."  The  forty-ninth  aphorism  of  Hip- 
pocrates2 says  :  "  To  procure  the  expulsion  of  the  secundines,  apply 
a  sternutatory  and  shut  the  nostrils  and  mouth;"  this,  the  editor 
says,  was  once  a  popular  practice  in  the  north  of  Scotland.  The 
object,  according  to  the  same  authority,  evidently  was  to  arouse 
the  action  of  the  uterus  and  the  abdominal  muscles,  to  expel  the 
placenta. 

Theophilus  was  aware  that  if  the  placenta  be  not  expelled,  it 
becomes  "  putrid,  and  occasions  much  mischief."  William  Hunter' 
taught  that  the  delivery  of  the  placenta  was  to  be  left  wholly  to 
nature.  Toward  the  close  of  his  life,  however,  having  met  with 
some  calamitous  accidents,  his  teachings  were  somewhat  changed  in 

1  Sydenham  edition  of  the  works  of  Hippocrates,  page  114.  2  Op.  cit. 

3  Transactions  of  the  Royal  Society  of  London,  1770. 
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this  regard.  Merrimau,1  under  the  heading  "  Dystocia  Retentiva," 
makes  mention  of  a  "  morbid  adhesion  of  the  placenta  to  the 
uterus."  Speaking  generally  upon  the  subject,  he  says :  "  We 
can  have  but  little  expectation  that  the  placenta  will  be  ex- 
pelled by  the  natural  powers  after  it  has  been  retained  for  a  full 
hour."  He  further  observes  that  we  are  justified  in  interfering  to 
extract  it  at  the  end  of  one  hour  after  the  child  is  born.  Dewees2 
refers  to  the  subject  of  "  Retention  of  the  Placenta  from  too  firm 
Adherence."  In  America  he  says  that  the  adherent  placenta  is 
of  very  rare  occurrence,  while  in  Great  Britain,  or  rather  perhaps 
in  Loudon,  it  is  comparatively  frequent.  The  authority  for  this 
last  statement  was  based  ou  the  testimony  of  Ramsbotham.  Dewees 
in  his  own  practice  met  with  only  three  cases  in  more  than 
forty  years.  He  regarded  adherent  placenta  at  that  time  as  a  rare 
occurreuce  in  some  parts  of  Germany.  Many  cases  supposed  to  be 
of  this  kind  he  believed  to  be  simply  instances  of  placenta  encha- 
tonne  (hour-glass  contractions).  Ramsbotham3  was  of  the  opinion 
that  adhesion  was  generally  present  not  only  with  the  hour-glass 
contraction,  but  with  most  irregular  uterine  contractions.  The 
morbid  changes  occasioning  adhesion  of  the  placenta  are  to  be 
referred  to  the  excitement  of  the  uterine  structures  as  the  immediate 
ageuts,  and  not  to  the  fetal  system.  Cases  are  sometimes  met  with, 
says  the  same  authority,  in  which  portions  of  the  placenta  are  so 
closely  attached  to  the  uterine  surface  that  they  cannot  be  removed 
by  any  means.  He  remarks  that  he  had  "  opened  more  than 
one  body"  in  which  portions  of  the  placenta  were  left  adherent  to 
the  uterus.  On  making  a  lougitudinal  section  of  the  organ  and 
examining  the  cut  edges,  he  could  not  determine  the  boundary-line 
between  the  uterus  and  placenta,  so  intimate  a  union  had  taken 
place.  In  some  cases,  owing  to  the  strength  of  the  adhesion,  he 
says  it  is  quite  impracticable  to  remove  all  of  the  placental  tissue. 
Such  cases,  however,  he  believed,  are  fortunately  of  rare  occurrence. 

Swayne4  says  the  diagnosis  of  placental  adhesion  is  a  matter  of 
much  uncertainty,  unless  the  hand  be  introduced  into  the  uterus, 
so  as  actually  to  ascertain  by  the  touch  the  nature  aud  extent  of  the 

1  Merriman's  Synopsis  of  Difficult  Parturition,  181G. 

2  Dewees's  System  of  Midwifery,  1833. 

3  Ramsbotham's  System  of  Obstetrics.    English  edition,  London,  1841. 

4  Dr.  J.  G.  Swayne,  British  Medical  Journal,  1875. 


26 


CLARKE, 


adhesion.  The  presence  of  irregular  contraction  of  the  uterus 
is  not  to  be  regarded  as  sufficient  proof  of  the  non-existence  of 
placental  adhesion,  for  in  some  of  the  worst  cases,  says  the  writer, 
these  conditions  coexist.  The  proceeding  for  the  removal  of  the 
adherent  placenta  sometimes  requires  a  great  deal  of  patience,  and 
is  exceedingly  tiring.  The  writer  reflects  the  views  that  had  here- 
tofore obtained  among  most  authorities,  that  the  operator  should 
take  his  time  in  endeavoring  to  effect  the  removal  of  the  placenta. 
He  should  work  with  both  hands,  making  his  ground  sure  as  he 
goes  on,  and  not  withdraw  his  hands  from  the  placenta  until  he 
is  certain  that  he  has  brought  away  every  part  of  it  that  can  be 
safely  separated.  He  had  met  with  only  two  cases  in  which  it  was 
necessary  to  leave  behind  any  portion  of  consequence. 

Dr.  W.  H.  II.  Hastings1  reported  a  case  of  adherent  placenta  : 

The  woman  was  aged  twenty-six  years,  was  robust,  and  had  enjoyed  excel- 
lent health,  except  while  ill  with  "lung  fever"  about  a  year  previously. 
The  placenta  was  found  firmly  attached  to  the  uterus.  Careful  attempts  to 
detach  the  edges  were  made,  but  the  struggles  of  the  patient  and  the  firm 
contractions  of  the  uterus  rendered  the  task  almost  impossible.  After 
several  unsatisfactory  trials,  a  portion  of  the  placenta,  including  the  cord,  was 
removed.  The  amount  in  all  did  not  exceed  a  quarter  part  of  a  normal 
placenta.  No  hemorrhage  followed  the  operation,  and  no  further  inter- 
ference was  deemed  advisable,  as  the  patient  became  very  much  exhausted 
from  the  protracted  efforts  of  nearly  three  hours. 

This  case  was  followed  by  constitutional  disturbances,  but  it  at 
length  ended  favorably.  The  report  of  this  case,  like  others  occa- 
sionally met  with,  serves  to  illustrate  what  a  wonderful  reserve 
force  nature  must  sometimes  possess,  to  be  able  to  rally  under  such 
adverse  circumstances  and  to  throw  off  such  a  burden  of  filth. 

In  the  year  1877  I  read  before  the  Cambridge  Society  for 
Medical  Improvement,  a  report  of  two  cases  of  "  adherent 
placenta;"  in  each  case  the  adhesions  were  so  firm  that  it  appeared 
quite  impossible  to  remove  every  portion  of  the  placenta. 

The  first  patient,  Mrs.  C-,  aged  forty  years,  was  very  tall,  and  her  weight 
before  pregnancy  was  205  pounds.  She  was  of  Norman-French  descent. 
This  was  her  third  confinement.  Four  years  before  this  pregnancy  she  was 
delivered  of  her  first  child,  which  was  stillborn,  the  membranes  having 

1  Boston  Medical  and  Surgical  Journal,  1872. 
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ruptured  two  weeks  before  labor-pains  came  on.  Her  recovery  tben  was 
somewhat  slow.  Her  second  labor  was  natural,  lasting  twenty-four  hours  ; 
she  recovered  fairly  well.  This  confinement  occurred  twelve  and  a  half 
months  prior  to  the  third.    At  that  time  I  was  in  attendance. 

In  all  her  pregnancies  she  suffered  much  from  edema  and  renal  disturb- 
ances. Before  the  sixth  week  during  the  last  piegnancy  she  suffered  greatly 
from  nausea  and  from  morning  sickness,  and  from  a  dragging  sensation  in 
her  sides  and  hips,  and  in  the  uterine  region.  There  was  a  marked  ante- 
version  of  the  uterus.  For  the  first  two  hours  after  my  arrival  the  pains 
were  strong  and  regular  :  the  os  and  cervix  were  well  dilated.  After  two 
hours  more  the  child  was  born.  It  appeared  healthy  and  well  developed,  but 
the  funis  was  hardly  of  sufficient  length  to  allow  an  easy  exit  of  the  child. 
Kneading  the  uterus,  and  the  exercise  of  suprapubic  pressure  were  early 
resorted  to,  but  finding,  after  waiting  nearly  an  hour,  that  the  placenta  did 
not  descend,  I  introduced  my  hand  into  the  vagina  toward  the  uterus.  On 
reaching  the  uterus,  I  found  it  quite  impossible  at  first  to  enter  the  cavity, 
owing  to  the  firm  and  irregular  contractions  above  the  neck  and  in  the 
centre  of  the  uterus.  I  persevered,  nevertheless,  and  at  length  was  able  to 
overcome  the  stricture  and  to  enter  the  uterine  cavity.  I  found  the  placenta 
on  the  anterior  and  to  the  right  of  the  uterus.  The  fingers  were  accordingly 
carried  in  front  and  to  the  right  along  the  cord,  as  advised  by  Dewees  and 
others.  I  succeeded  in  removing  the  greater  portion  of  the  placenta,  but  not 
all  of  it.  The  patient  struggled,  and  finally  became  much  exhausted.  The 
fact  that  some  considerable  portion  of  the  placenta  was  left  was  evidenced 
both  by  the  presence  of  the  uterine  tumor  and  by  the  placental  mass,  which 
could  be  felt  firmly  and  intimately  adherent  to  the  uterine  wall.  A  consul- 
tation later  was  held,  as  also  on  the  second  day,  but  further  manual  inter- 
ference at  that  time  was  not  considered  advisable.  Warm  carbolized  vaginal 
and  uterine  irrigation  was  liberally  resorted  to.  Constitutional  remedies, 
such  as  ergot,  quinine  and  morphine,  and  stimulants,  were  given.  On  the 
evening  of  the  third  day  a  piece  of  placenta  two  inches  long  and  one  inch  in 
depth,  with  some  clotted  blood,  escaped.  The  next  day  a  piece  as  large  as  a 
hen's  egg  was  expelled.  Soon  after  the  temperature  became  normal,  and  the 
patient  gained  in  strength  and  in  appetite ;  by  the  fourth  week  she  was  up 
and  about  her  room.  Examination  of  the  urine  showed  that  the  albumin 
had  mostly  disappeared  ;  only  occasionally  could  a  granular  or  an  imper- 
fectly-developed east  be  found. 

Eleven  months  before  the  occurrence  of  the  foregoing  case  I 
was  called  to  attend  in  labor  at  full  term  another  patient  who 
had  adherent  placenta : 

The  first  and  second  stages  of  the  labor  were  easy,  but  the  placenta  was 
found  firmly  adherent  to  the  uterine  walls,  and  could  be  only  partially 
removed.  The  patient,  as  in  the  other  case,  became  quickly  exhausted,  and 
then  further  manual  interference  had  to  be  discontinued.    Local  and  consti- 
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tutional  measures  were  early  resorted  to,  but  a  septic  condition  supervened. 
This  patient  was  not  so  fortunate  as  the  other  in  getting  rid  of  the  retained 
portions  of  the  placental  mass  at  so  early  a  date.  She  finally  made  a  good 
recovery.  After  some  weeks  she  was  able  to  nurse  her  child,  as  did  the 
other  patient  also. 

In  reporting  this  last  case  I  should  state  that,  for  some  four  years 
previous  to  the  occurrence  of  this  labor,  I  was  called  also  to  attend 
her  in  labor  at  full  term,  when  she  gave  birth  to  a  stillborn  child 
which  was  in  au  advanced  state  of  decomposition.  The  patient 
had  suffered  immediately  previous  to  her  last  pregnancy,  as  well 
as  during  that  period,  from  renal  trouble.  She  also  suffered  much 
from  leucorrhea  and  from  cervical  catarrh. 

Since  the  occurrence  of  the  above-mentioned  cases,  many  great 
improvements  have  been  made  in  the  obstetric  art.  Ether,  when 
used  with  care  and  discrimination,  is  now  no  longer  considered  a 
depressing  agent,  but  one  of  great  value  in  overcoming  pain  and  in 
arresting,  in  great  measure,  irregular  uterine  contractions. 

The  great  advance  made  in  surgical  and  gynecological  practice 
assures  us  that  many  manipulations  within  the  vaginal  and  uterine 
cavity  heretofore  considered  dangerous  may  be  done  with  impunity 
when  undertaken  in  connection  with  irrigation  of  warm  sublimate 
solutions,  and  with  other  strictly  antiseptic  precautions.  In  the 
treatment  of  two  other  cases  of  adherent  placenta  I  fortunately 
succeeded  in  each  case  in  removing  the  entire  placental  mass. 
After  the  patient  was  fully  etherized,  the  right  hand  was  inserted 
into  the  uterine  cavity  in  front  of  the  funis,  while  firm  but  gentle 
pressure  was  maintained  over  the  fundus  uteri  externally.  A  long 
blunt  curette  was  used  to  detach  the  more  firmly  adherent  portions 
not  easily  removable  by  the  fingers.  The  parts  were  freely  irrigated 
with  warm  bichloride  solution.  At  the  close  of  the  operation  all 
the  sublimate  solution  was  removed.  The  parts  were  dusted  with 
iodoform  and  protected  with  iodoform-gauze  and  wool.  Massage 
and  kneading  of  the  upper  segments  of  the  uterine  tissue  aided  in 
controlling  the  hemorrhage.  Each  patient  made  rapid  and  com- 
plete recovery  without  suffering  any  serious  constitutional  symptoms. 
A  somewhat  similar  treatment  I  have  found  most  valuable  in  cases 
in  which  there  is  retention  of  the  secuudines  from  other  causes. 

Dr.  S.  Elder,1  of  Indianapolis,  kneads  the  fundus  of  the  uterus 

1  Braithwaite,  part  SI,  page  276. 
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through  the  abdominal  walls  as  the  child  passes  the  outlet.  He 
endeavors  thereby  to  induce  the  expulsion  of  the  secundines  by 
the  same  pains  that  effect  the  delivery  of  the  child.  He  claims 
that  this  method  affords  security  against  postpartum  hemorrhage, 
against  hour-glass  contraction,  against  uterine  inertia,  against 
adherent  and  retained  placenta,  and  against  other  peculiar  condi- 
tions liable  to  give  rise  to  pathological  and  septic  processes. 

The  recent  method  of  treatment  for  adherent  placenta  pursued 
at  the  Rotunda  Maternity,  Dublin,  described  by  Dr.  Lane,1  is 
as  follows :  The  operator  is  to  pass  the  hand  or  fingers  into  the 
uterus  and  to  detach  the  adherent  portions.  The  operator's  hands 
are  to  be  perfectly  aseptic,  as  this  is  regarded  there  as  the  most 
dangerous  of  all  operatious  undertaken  in  midwifery,  except  the 
Cesarean  section.  The  uterus  is  always  to  be  douched  with  an 
antiseptic  solution  prior  to  introducing  the  hand.  An  anesthetic  is 
employed  in  order,  if  necessary,  that  the  hand  may  be  passed  in  a 
second  time,  when  doubt  exists  whether  all  the  placental  tissue  has 
beeu  removed.  After  the  operation  is  completed,  the  uterus  is 
again  to  be  douched  with  the  antiseptic  solution. 

Ahlfeld2  says  adhesion  of  the  placenta  to  the  uterus  results  from 
inflammation  of  the  placenta  itself.  It  is  either  of  a  specific  or  of 
a  septic  origin.  It  may  result  from  maternal  nephritis  and  from 
other  causes  not  clearly  understood.  Respecting  treatment,  Ahlfeld 
advises  waiting  until  the  placenta  is  expelled  spontaneously,  if 
possible.  In  all  cases  care  should  be  exercised  not  to  irritate  the 
lower  segment  of  the  uterus.  When  manual  interference  is  neces- 
sary, the  hand  should  not  be  inserted  in  the  uterus,  but  gentle 
traction  made  upon  the  edges  of  the  placenta  with  two  fingers 
within  the  cervix.  He  also  enjoins  that  the  strictest  precautions 
should  be  employed  to  keep  the  vagina  and  uterus  aseptic.  Out  of 
thirteen  cases  of  retained  placenta,  Ahlfeld  reports  only  four  that 
were  of  normal  puerperal  periods. 

Before  closing  this  paper,  I  would  offer  a  report  of  another  case 
which  recently  came  under  my  care  : 

Mrs.  B. ,  aged  thirty  years,  mother  of  two  children,  the  younger  of  whom 
was  three  years  of  age,  was  taken  in  labor  at  4  a.m.,  November  1,  1889. 

1  See  method  described  by  Dr.  Lane  in  the  Practitioner,  1887  ;  also  in  Journal  of 
the  American  Medical  Association  for  March,  1888. 
s  Zeitschrift  fur  Geburts.  und  Gyn'ak.    See  also  Braithwaite's  Retro.,  vol.  c.  p.  309. 
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The  labor-pains  at  first  were  moderate,  occurring  at  intervals  of  fifteen 
to  twenty-five  minutes.  They  were  described  as  being  felt  in  the  abdo- 
minal and  uterine  sections.  For  the  first  three  hours  no  pain  whatever  was 
experienced  in  the  lower  lumbar  and  sacral  regions.  Each  pain  as  it  occurred 
was  attended  with  a  sickening  sensation,  which  was  referred  to  the  anterior 
and  to  the  left  of  the  uterus.  Abdominal  palpation  revealed  a  vertex 
presentation.  The  placenta  was  in  the  upper  and  the  occiput  in  the  lower 
uterine  segment.  This  condition  could  be  distinctly  made  out  by  abdominal 
pal)iation  alone.  The  placental  mass  appeared  harder,  more  prominent  and 
unyielding  than  normal.  This  condition,  taken  in  connection  with  the  history 
of  pain  more  or  less  severe  for  several-weeks  preceding,  was  indicative  of 
pathological  changes  which  could  only  be  regarded  as  of  serious  import.  The 
second  stage  of  labor,  however,  progressed  favorably,  and  the  child  was  born 
at  12  M.  that  day.  Kneading  and  suprapubic  pressure  were  methodically 
exercised  for  some  time  immediately  before,  during,  and  after  the  passage  of 
the  child  ;  but  after  the  lapse  of  an  hour  there  was  still  no  separation  of  the 
placenta.  The  patient  was  then  profoundly  etherized.  Under  strict  anti- 
septic precautions  the  hand  was  passed  up  into  the  uterine  cavity,  guided  by 
the  fingers  along  the  funis,  until  the  edges  of  the  placenta  were  reached.  The 
fingers  and  hand  were  kept  as  far  as  possible  from  the  uterine  surface,  guided 
within  by  the  circle  of  the  membranes,  avoiding  by  all  possible  means  their 
laceration.  The  placenta  throughout  the  greater  portion  of  its  surface  was 
adherent.  By  the  exercise  of  much  care  and  patience  I  succeeded  in  remov- 
ing the  entire  mass,  though  it  was  much  broken  and  rendered  quite  unshapely. 
The  long  dull  curette  and  twisted-wire  hook  were  again  found  to  be  of 
special  use  in  detaching  the  smaller  and  more  adherent  masses  of  tissue. 
The  application  of  warm  irrigating  sublimate  solution  was  continued  for 
some  time  after  the  placenta  was  removed.  The  uterus  finally  contracted 
well,  except  at  the  placental  site,  where  evidently  considerable  degenerative 
change  had  taken  place.  The  uterine  and  vaginal  cavities  were  finally  freed, 
as  far  as  practicable,  from  the  fluids  and  blood.  The  parts  were  protected 
by  iodoform  tampons  of  wool  and  gauze.  The  patient  speedily  recovered 
without  any  marked  febrile  or  other  constitutional  disturbances. 
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It  lias  not  been  the  object  of  the  writer  of  this  paper  to  speculate 
concerning  the  causes  of  either  albuminuria  or  eclampsia,  but  to 
record  a  few  observations  that  have  some  bearing  upon  the  prog- 
nosis in  cases  of  albuminuria  during  pregnancy,  and  also  upon  the 
possibility  of  the  prediction  of  puerperal  eclampsia.  The  observa- 
tions include  a  report  of  the  percentage  of  cases  of  albuminuria 
discovered  in  one  hundred  and  eighty  pregnant  and  parturient 
women  taken  consecutively,  and  an  abstract  of  the  records  of  the 
cases  of  eclampsia  occurring  within  the  selected  period. 

The  patients  whose  urine  was  examined  were  confined  at  the 
Maternite  Hospital,  Baltimore,  between  April  1,1889,  and  August 
1,  1890.  The  examinations  of  urine  were  made  by  Drs.  Todd  and 
Allen,  resident-physicians.  The  heat-test  and  the  nitric-acid  test, 
being  undoubtedly  the  best  tests  for  practical  purposes,  were  used. 
The  figures  represent  the  volume  of  coagulated  albumin  which 
settled  to  the  bottom  of  a  test-tube,  after  a  test-tube  full  of  urine 
had  been  acidified  with  acetic  acid,  boiled,  allowed  to  cool,  and 
left  to  stand  twenty-four  hours,  as  compared  with  the  quantity  of 
urine  boiled.  Where  a  "trace"  is  recorded,  it  means  a  quantity 
that  could  have  been  easily  detected  by  anyone  reasonably  expert 
in  urinary  analysis. 

The  urine  of  each  patient  was  examined  soon  after  admission, 
and  where  albumin  was  once  found,  or  where  there  were  indications 
that  it  was  likely  to  be  found,  the  urine  was  examined  repeatedly 
up  to  the  time  of  labor.  Patients  who  were  admitted  to  the  Hos- 
pital while  in  labor  were  necessarily  exceptions  to  this  rule.  Urine 
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from  all  patients  was  examined  on  the  first  and  eighth  days  after 
labor. 

Quantity  of  albumin  found 
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34  of  the  180  cases  were  in  labor  when  admitted,  so  that  it  was 
not  possible  to  examine  their  urine  before  labor.  In  the  urine  of 
the  146  cases  examined,  albumin  was  found  eight  times,  or  in  about 
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5i  per  cent.  The  urine  from  all  cases  was  examined  within  twenty- 
four  hours  after  labor,  and  albumin  was  found  twenty-two  times, 
or  in  about  12¥  per  cent.  The  urine  from  177  cases  was  examined 
on  the  eighth  day,  and  albumin  found  seventeen  times,  or  in  about 
9^  per  cent.  Taking  the  whole  180  cases,  albumin  was  found  one 
or  more  times  in  the  urine  of  36,  or  in  20  per  cent.  96  of  the 
patients  were  primipara;  of  these  albumin  was  found  in  the  urine 
of  22,  or  in  23  per  cent.  84  were  multipara ;  of  these,  14,  or  16| 
per  cent,,  had  albumin  in  their  urine  one  or  more  times. 

Included  in  the  180  cases  were  4  who  had  convulsions.  This 
proportion  is  much  greater  than  is  ordinarily  found ;  the  rate,  as  is 
well  known,  being  usually  about  1  case  of  convulsions  in  500  preg- 
nancies. 

The  following  notes  are  abstracts  of  the  records  of  the  cases  as 
kept  by  Dr.  William  J.  Todd  and  Dr.  Samuel  H.  Allen,  resident- 
physicians  at  the  Maternite : 

Case  No.  1487,  aged  twenty,  primipara,  was  admitted  to  the  hospital 
March  28,  1889.  Her  urine  was  examined  repeatedly  before  labor,  and  was 
always  found  to  have  a  very  low  specific  gravity,  but  perfectly  free  from 
albumin. 

She  was  delivered  at  4:40  A.  m.,  May  25,  1889.  Between  3:55  p.m.  and 
9  P.  M.  she  had  fourteen  convulsions.  Prom  May  26th  to  May  30th  inclu- 
sive, she  had  numerous  convulsions  and  passed  large  quantities  of  urine  in- 
voluntarily, which  upon  examination  was  found  to  contain  no  albumin.  She 
died  at  9:40  A.  m.,  May  30th. 

The  autopsy  was  held  next  morning  by  Dr.  N.  G.  Keirle.  A  small  area 
of  the  lower  lobe  of  each  lung  was  in  the  first  stage  of  pneumonia.  The 
kidneys  were  small,  flat,  and  lobulated.  The  other  organs  were  found 
normal.  Dr.  Keirle  gave  the  opinion  that  the  cause  of  death  was  chronic 
interstitial  nephritis. 

Case  No.  1595,  aged  twenty-three,  primipara,  was  admitted  to  the  hospi- 
tal, January  4,  1890.  A  specimen  of  her  urine  was  examined  January  11th, 
with  the  following  result:  specific  gravity  1020  ;  acid  reaction  to  litmus  ;  no 
albumin.  Since  she  had  no  edema  of  the  limbs,  no  headache  nor  other 
symptoms  pointing  to  a  possible  derangement  of  the  kidneys,  her  urine  was 
not  again  examined. 

At  12:30  A.  M.,  January  25th,  she  had  a  convulsion,  which  was  followed 
by  twelve  more  before  2:15  a.m.  Early  in  the  forenoon  labor  came  on 
spontaneously.  There  were  no  more  convulsions  until  7  P.  M.,  when  she  had 
one  which  was  followed  by  a  second  at  9  P.  M.  A  few  minutes  after  nine 
she  was  delivered  by  short  forceps  of  a  dead  child  weighing  six  pounds.  At 
7:45  the  convulsions  again  returned.  She  died  at  12:55  A.  M.,  January  27th, 
forty-eight  hours  after  the  first  convulsion. 
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After  the  first  convulsions  some  urine  was  drawn  from  the  bladder,  and 
the  examination  gave  the  following  result:  specific  gravity  1012;  albumin 
i  volume.  The  next  day  at  noon  the  urine  was  again  examined :  specific 
gravity  1020  ;  albumin  f  volume. 

The  kidneys  were  examined  post-mortem,  and  found  to  be  very  much 
congested,  but  the  changes  had  not  gone  sufficiently  far  to  say  that  they 
were  inflamed. 

Case  No.  1624,  aged  nineteen,  primipara,  was  admitted  to  the  hospital 
March  12,  1890.  She  gave  a  history  of  having  had  dropsy  subsequent  to 
scarlet  fever  when  a  child.  Her  urine  was  examined  March  14th  ;  specific 
gravity  1020  ;  acid  reaction  to  litmus ;  no  albumin. 

One  week  afterward  she  complained  of  headache  and  sleeplessness,  and 
her  extremities  were  edematous.  Analysis  of  her  urine  revealed  a  trace  of 
albumin.  Her  bowels  were  kept  moving  with  saline  cathartics,  and  she 
drank  potassium  bitartrate  lemonade  during  the  daytime.  Under  this  treat- 
ment her  headache  disappeared  entirely,  she  slept  well  and  was  bright  and 
cheerful.  Her  urine  was  examined  March  21st,  April  5th,  8th,  10th,  and 
19th.  At  each  examination  a  small  quantity,  never  more  than  TV  volume, 
of  albumin  was  found. 

Labor  began  about  9  A.  M. ,  April  25th.  It  progressed  slowly,  but  there 
was  nothing  unusual  until  the  next  morning  at  9:25,  the  labor  then  being 
in  the  second  stage,  when  she  had  a  convulsion.  Chloroform  was  given  and 
she  was  promptly  delivered.  After  the  effect  of  the  chloroform  passed  off 
she  was  perfectly  rational  and  said  she  felt  much  better. 

After  the  convulsion  her  urine  was  examined  and  1  volume  of  albumin 
was  found,  or  four  times  as  much  as  the  largest  quantity  present  at  any  pre- 
vious examination. 

During  the  afternoon  she  had  a  number  of  convulsions.  After  8  o'clock 
that  evening  there  was  complete  suppression  of  urine.  She  died  at  2:05 
A.  M.,  April  27  th. 

No  post-mortem  examination  was  allowed. 

Case  No.  1658,  aged  thirty-eight,  primipara,  was  admitted  to  the  hospital 
June  9,  1890.  Her  feet  were  slightly  swollen.  Examination  of  her  urine 
showed,  specific  gravity  1010  ;  acid  reaction  to  litmus ;  no  albumin. 

She  was  given  a  saline  cathartic  and  potassium  bitartrate  lemonade. 

Her  labor  began  about  1  P.  M.,  June  13th,  and  was  completed  at  2  A.  M. 
of  the  14th.  After  she  was  put  into  bed  she  said  she  felt  well  except  a 
slight  headache.  At  5:15  A.  M.  she  had  a  convulsion,  followed  by  a  second 
at  5:45  A.  M.  At  half-past  six  four  ounces  of  a  dark-colored  urine  were 
drawn  off  and  analyzed :  specific  gravity  1028  ;  acid  reaction  to  litmus ;  $ 
volume  albumin.  At  9  A.  M.  she  had  a  third  convulsion.  She  was  kept 
under  the  influence  of  chloral  and  the  convulsions  did  not  return. 

Her  urine  was  examined  subsequently  with  the  following  results  : 
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Date. 

Specific  Gravity. 

Reaction. 

Albumin. 

June  15 

1026 

Acid. 

XT 

JNone. 

"  16 

1024 

"  17 

1026 

1 1 

Trace. 

*«  18 

1032 

ii 

None. 

"  19 

1030 

1 1 

IC 

"  20 

1030 

.< 

( I 

"  21 

1028 

i  i 

1  I 

The  following  case,  although  it  occurred  at  the  Maternity,  is  not 
included  in  the  list  of  180,  because  she  was  not  confined  until  after 
that  list  was  completed ;  but  I  report  it  because  of  its  bearing  upon 
the  subject. 

Case  No.  1682,  aged  eighteen,  primipara,  was  admitted  to  the  hospital 
August  2,  1890.  The  result  of  the  analysis  of  her  urine  before  labor  was  : 
specific  gravity  1028  ;  acid  reaction  to  litmus  ;  a  trace  of  albumin. 

Her  labor  began  about  9  P.M.,  August  19th,  and  progressed  favorably 
until  11:40  p.m.,  when  she  became  suddenly  unconscious  and  was  imme- 
diately seized  with  a  convulsion  lasting  about  one  minute.  This  was  quickly 
followed  by  two  more  convulsions — the  patient  being  perfectly  rational  in 
the  intervals.  A  catheter  was  passed  at  once  and  some  urine  was  drawn. 
Analysis  of  this  specimen  showed :  specific  gravity  1010  ;  acid  reaction  to 
litmus  ;  and  no  albumin. 

She  was  delivered  of  a  living  child  at  1:16  A.  M.,  August  20th.  She  had 
seven  more  convulsions  within  the  sixteen  hours  immediately  following 
delivery. 

The  following  are  the  results  of  further  examinations  of  her  urine : 


Date.  Specific  Gravity.  Reaction.  Albumin. 

August  20               1012  Acid.  Trace. 

"     21               1022  "  None. 

"     23                1024  "  " 

"     25                1030  " 

"     27                1024  "  Trace. 


Briefly  reviewing  these  cases  we  find  that  case  No.  1487  was 
under  observation  almost  two  months,  and  though  her  urine  was 
examined  frequently  a  low  specific  gravity  was  always  found,  but 
never  a  trace  of  albumin.  There  was  no  headache,  no  edema, 
nothing  but  the  low  specific  gravity  to  indicate  that  the  patient 
was  not  in  perfect  health ;  yet,  within  less  than  twelve  hours  after 
labor,  she  began  to  have  convulsions  which  continued  until  she 
died.  These  convulsions  were  not  of  the  type  usually  observed, 
but  resembled  more  closely  the  convulsions  of  hysteria — her  body 
and  limbs  being  thrown  into  the  most  grotesque  contortions.  Her 
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urine  was  repeatedly  examined,  both  before  and  after  the  convul- 
sions set  in,  but  no  albumin  was  found  at  any  time. 

Case  No.  1595  was  under  observation  three  weeks  before  con- 
finement. No  albumin  was  found  in  her  urine  before  the  accession 
of  the  convulsions,  and  there  were  no  symptoms  that  gave  warning 
of  impending  danger.  After  the  first  convulsions  her  urine  was 
examined  and  found  to  contain  \  volume  of  albumin.  The  next 
day,  there  having  been  a  number  of  convulsions  in  the  interval,  her 
urine  was  again  examined,  and  found  to  contain  f  volume  of 
albumin,  or  more  than  double  the  quantity  of  the  previous  day. 

Case  No.  1624  gave  a  history  that  pointed  to  the  probability  that 
she  had  suffered  from  parenchymatous  nephritis  subsequent  to 
scarlet  fever.  Under  these  circumstances  her  urine  was  examined 
with  great  care.  The  first  examination  showed  a  perfectly  normal 
uriue ;  a  number  of  other  examinations  before  labor  each  revealed 
a  small  quantity  of  albumin.  During  the  second  stage  of  labor 
she  had  a  convulsion.  Her  urine  was  examined  and  found  to 
contain  \  volume  of  albumin.  Later,  there  was  complete  suppres- 
sion of  uriue. 

Case  No.  1658  was  under  observation  four  days  before  labor. 
Analysis  of  her  urine  gave  no  trace  of  albumin.  More  than  three 
hours  after  delivery  she  had  a  convulsion,  which  was  followed  in 
half  an  hour  by  a  second.  One  hour  and  a  quarter  after  the  first 
convulsiou  analysis  of  her  urine  showed  \  volume  of  albumin. 
Her  uriue  was  examined  each  day  for  one  week  after  the  convul- 
sions, and  a  trace  of  albumin  found  only  once. 

Unfortunately,  the  urine  from  case  No.  1682  was  examined 
but  once  before  labor,  when  a  trace  of  albumin  was  found.  As 
soon  as  the  convulsions  appeared  a  catheter  was  passed  and  some 
urine  drawn  off,  which  must  have  been  secreted  before  the  convul- 
sions came  on.  It  was  examined  and  found  to  contain  no  albumin. 
Several  hours  afterward  her  urine  was  again  examined,  and  the 
presence  of  a  small  quautity  of  albumin  ascertained.  Within  the 
following  week  her  urine  was  examined  four  times,  and  a  trace  of 
albumin  found  but  once. 

To  make  the  statement  general :  In  a  series  of  180  consecutive 
cases,  5J  per  cent,  were  shown  to  have  albumin  in  their  urine 
before  labor,  and  more  than  1 2  per  cent,  of  them  the  first  day  after 
labor.    Included  in  this  series  were  four  patients  who  were  attacked 
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by  convulsions.  Of  the  four,  in  only  one  case  was  the  presence 
of  albumin  detected  before  labor ;  in  three  cases  there  was  a  large 
quantity  of  albumin  present  soon  after  the  convulsions ;  in  one  case 
there  was  never  any  albumin  present,  and  in  one  there  was  no 
albumin  present  twenty-four  hours  after  the  convulsions. 

Elliot  reports,  in  his  "  Obstetric  Clinic,"  ten  cases  of  puerperal 
convulsions,  the  urine  from  each  of  which  was  examined  before  the 
convulsions  came  on.  In  these,  albumin  was  discovered  four  times, 
and  its  absence  was  ascertained  six  times.  In  three  cases  there  was 
no  albumin  in  the  urine  either  before  or  after  the  convulsions. 

In  connection  with  the  above  cases,  are  reported  seven  others 
of  marked  albuminuria,  four  of  which  died,  but  none  of  which  had 
any  convulsions. 

Or,  to  put  it  in  another  way,  he  records  eleven  well-marked  cases 
of  albuminuria,  only  four  of  which  had  convulsions;  and,  on  the 
other  hand,  there  were  six  cases  of  convulsions  where  the  urine  was 
examined,  but  no  albumin  and  no  other  signs  of  kidney  lesions 
were  discovered  before  the  appearance  of  the  convulsions. 

If  we  add  these  to  the  ones  already  related  we  have  a  total  of 
fifteen  cases  of  puerperal  convulsions.  The  urine  from  each  case 
was  analyzed  before  the  convulsions  appeared.  Albumin  was 
found  six  times,  and  it  was  not  found  nine  times. 

The  number  of  cases  here  presented  is  too  small  from  which  to 
draw  any  definite  conclusions ;  but  if  we  are  allowed  to  consider 
these  to  be  average  cases  we  are  warranted  in  drawing  the  follow- 
ing conclusions  : 

1.  The  presence  of  albumin  in  the  urine  of  a  pregnant  woman 
is  no  sufficient  cause  upon  which  to  base  a  prognosis  of  probable 
eclampsia. 

2.  The  failure  to  find  albumin  in  the  urine  of  a  pregnant  woman 
is  no  evidence  of  the  absence,  or,  at  least,  of  the  continuance  of  the 
absence  of  the  condition  that  gives  rise  to  puerperal  convulsions. 

3.  Albumin  is  so  frequently  found  in  considerable  quantities  in 
the  urine  of  patients  immediately  after  the  appearance  of  puerperal 
convulsions,  that  we  are  justified  in  making  the  statement  that  the 
convulsions  are  the  probable  cause  of  the  albuminuria. 


TINCTURE  OF  IODINE  IN  HYPEREMESIS 
GRAVIDARUM. 


By  LLEWELLYN  ELIOT,  M.D., 

WASHINGTON,  D.  C. 


The  treatment  of  hyperemesis  gravidarum  is  a  theme  welluigh 
threadbare,  and  anyone  having  the  hardihood  to  introduce  it  at  a 
meeting  such  as  the  present  one  is  likely  to  receive  little  attention. 
Be  that  as  it  may,  my  success  with  an  agent  which  is  condemned  by 
some  writers  on  materia  medica  as  unfit  for  internal  administration, 
is  my  apology,  if  one  were  needed,  for  bringing  the  remedy  to 
your  attention  in  connection  with  this  affection. 

With  conception  begin  the  various  changes  and  ills  consequent 
upon  the  pregnant  state,  which  serve,  in  a  greater  or  less  degree,  to 
render  the  woman  utterly  discontented  and  miserable.  Among  these 
annoyances  is  reckoned  vomiting,  amounting  frequently  to  hyper- 
emesis. Since  pregnant  women  have  been  taught  that  nausea  and 
vomiting  are  natural  sympathetic  accompaniments  of  their  condi- 
tion, many  endure  their  sufferings  and  privations  without  consulting 
their  medical  advisers,  often  in  the  vain  hope  that  the  morrow  will 
bring  better  things.  It  is  in  cases  where  the  vomiting  becomes  ex- 
cessive that  the  sufferer  yields  to  persuasion  and  seeks  medical  aid. 

I  shall  not  dwell  on  the  causes,  the  symptoms,  or  the  prognosis 
of  this  phenomenon,  as  it  would  occupy  too  much  time,  and  would 
be  without  the  scope  of  my  title.  The  purpose  of  vomiting  and 
nausea  will  be  seen  from  the  following  quotations : 

Playfair1  says  :  "  It  is  an  old  observation  that  when  the  sickness 
of  pregnancy  is  entirely  absent,  other  and  generally  more  distressing 
sympathetic  derangements  are  often  met  with,  such  as  a  tendency 
to  syncope.    Dr.  Radford2  has  laid  especial  stress  on  this  point,  and 


1  Playfair: 
1  Radford : 


System  of  Midwifery,  p.  146. 

Diseases  of  Women  and  Children,  p.  551. 
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maintains  that  under  such  circumstances  women  are  peculiarly  apt 
to  miscarry." 

Bedford1  says :  "  I  do  not  think  that  there  is  any  fact,  as  a  general 
fact,  better  established  than  that  pregnant  females  who  escape 
nausea  and  vomiting  during  gestation  are  exceedingly  apt  to  mis- 
carry."2 He  has  even  administered  ipecacuanha  to  induce  these 
disturbances,  so  as  to  be  able  to  carry  a  patient  to  term  who 
previously  had  habitually  miscarried. 

Leishman3  says  :  "  Midwives  have  an  aphorism  that  a  sick  preg- 
nancy is  a  safe  one." 

Ashwell4  says  :  "  We  know  not  how  far  vomiting  may  be  bene- 
ficial in  this  state." 

Bard9  says  :  "  Sickness  and  vomiting  so  generally  occur  during 
the  first  months  as  peculiarly  to  excite  suspicion  that  they  are 
somehow  designed  by  nature  to  contribute  to  the  woman's  safety." 

I  shall  not  multiply  authorities.  Dismissing  those  simpler  cases 
which  require  little  attention  or  treatment,  I  shall  preface  the  his- 
tories of  my  cases  by  a  reference  to  the  procedures  generally  prac- 
tised. 

Dewees6  has  "  repeatedly  found  much  benefit  from  the  use  of  the 
spirits  of  turpentine  three  or  four  times  a  day  in  twenty-drop  doses," 
"  and  where  the  stomach  rejects  everything  almost  as  soon  as  swal- 
lowed, I  have  often  known  a  tablespoonful  of  clove-tea  to  act  most 
promptly  and  successfully."  He  confirms  the  experience  of 
Denman7  with  opium,  who  writes  as  follows :  "  In  cases  of  exces- 
sive vomiting,  opiates  are  generally  given  with  great  advantage. 

.  But  I  have  persuaded  myself  that  their  habitual  or  very 
frequent  use  is  prejudicial  to  the  fetus." 

Verrier8  recommends,  among  other  things,  Gubler's  eupeptic 
elixir  in  tablespoonful  doses.  This  has  been  used  successfully  at 
the  Hospital  of  Beaujon.  The  formula  for  each  dose  is  :  Diastase 
0.30  gm. ;  pepsin  and  pancreatin,  each  0.10  gm.    Use  any  simple 

1  Bedford :  Principles  and  Practice  of  Obstetrics,  p.  128. 

2  Ibid.,  foot-note,  p.  129. 

3  Leishman:  System  of  Midwifery,  p.  213. 

*  Ashwell :  Practical  Treatise  on  Parturition,  etc.,  edition  of  1828,  p.  167. 

5  Bard:  Compendium  of  Midwifery,  edition  of  1807,  p.  171. 

6  Dewees :  Treatise  on  Diseases  of  Females,  p.  209. 

7  Denman  :  Introduction  to  Midwifery,  edition  of  1802,  vol.  i.  p.  138. 

8  Verrier:  Practical  Manual  of  Obstetrics,  p.  151. 
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elixir  to  make  the  required  volume.  Where  the  vomiting  has 
become  uncontrollable  and  the  woman  in  a  miserable  state,  he 
recommends  abortion  as  a  means  of  saving  the  mother's  life. 

Copeman's  method  of  dilatation  of  the  os  is  a  treatment  very 
successfully  practised,  and  is  only  accompanied  with  danger  of 
abortion  when  the  internal  os  has  been  passed.  Applications  of 
nitrate  of  silver  have  been  recommended.  Charpentier,1  writing 
upon  the  "  Vomiting  of  Pregnancy,"  says  :  "  .  .  .  tincture  of 
iodine   .    .    .    may  be  mentioned  as  [among]  empirical  remedies." 

Winckel,2  in  the  literature  of  "  Persistent  Vomiting  of  Pregnant 
Women "  (Hyperemesis  Gravidarum),  has  quoted  as  follows : 
"Tincture  of  Iodine.— Eliot :  Med.  Record,  New  York,  1887, 
xxxii.  422  (fatal)."  How  this  error  in  quotation  could  have  occurred 
I  am  at  a  loss  to  understand,  as  the  history  of  the  case  reads  very 
plainly  as  follows :  "At  this  juncture  she  was  given  five  drops  of 
tincture  of  iodine  in  a  tablespoonful  of  sweetened  water ;  the  effect 
was  magical,  for  the  vomiting  ceased  almost  immediately.  To 
make  assurance  doubly  sure,  she  was  given  a  second  dose  in  thirty 
minutes.  The  labor  now  progressed  rapidly,  and  at  five  o'clock, 
three  hours  after  the  first  pains,  she  was  delivered  of  a  male  child, 
well  developed  and  healthy.  The  third  stage  normal.  Xo  bad 
effects  followed  the  use  of  the  iodine."3 

To  check  this  uncontrollable  or  persistent  vomiting,  abortion  has 
been  produced  in  many  cases,  but  I  have  never  thus  far  been 
obliged  to  resort  to  it  as  a  means  of  relief. 

M.  Francois  Cartier,4  in  an  article  "Action  de  la  Teinture  d'lode 
coutre  la  Vomissement,"  has  given,  with  success,  ten  drops  in  the 
vomiting  of  tuberculosis,  alcoholic  gastritis,  pregnancy,  etc. 

Gottschalk5  recommends  menthol,  and  has  used  it  successfully  in 
a  case  in  which  he  had  previously  been  compelled  to  induce  labor 
on  account  of  the  vomiting. 

I  shall  briefly  relate  two  cases  of  vomiting  taken  at  random  from 
my  case-book  : 

1  Charpentier:  Cyclopaedia  of  Obstetrics  and  Gynecology,  vol.  ii.  p.  42. 

2  Winckel :  Text-book  of  Midwifery,  p.  253. 

s  Eliot:  Medical  Record,  N.  Y.,  vol.  xxxii.  p.  422. 
4  Carter:  L'Union  Medicale,  vol.  xlviii.  p.  69. 

6  Gottschalk:  St.  Petersburger  med.  Wochenschrift,  in  Journal  of  American  Medical 
Association,  vol.  xiv.  p.  686. 
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Case  I. — Mrs.  W.  H.,  white,  aged  twenty-one  years.  Last  menstruation 
April  19,  1887.  On  May  29th  she  was  suffering  from  severe  vomiting.  The 
usual  remedies  failing,  she  was  given  tincture  of  iodine  in  five-drop  doses, 
to  be  repeated  in  half  an  hour,  if  necessary ;  otherwise  two  or  three  times  a 
day.  Her  vomiting  ceased  after  the  second  dose,  and  was  held  in  abeyance 
by  an  occasional  dose  of  the  iodine.  She  went  to  term,  and  was  delivered 
naturally. 

Case  II. — Mrs.  R.  L.,  white,  aged  twenty-eight  years.  Last  menstruation 
April  2  to  9,  1 887  ;  first  seen  June  5th.  Had  been  suffering  from  extreme 
gastritis  for  two  weeks ;  could  retain  nothing  on  her  stomach.  She  was 
given  pepsin,  bismuth  subnitrate,  and  other  remedies  without  success. 
Tincture  of  iodine  was  then  given  in  five-drop  doses,  and  stopped  the  vom- 
iting with  the  first  dose.  The  doses  were  continued  at  long  intervals  for  a  few 
days,  and  were  then  given  occasionally.  She  went  to  term,  and  was  delivered 
naturally. 

The  successes  which  have  accompanied  the  administration  of  the 
tincture  of  iodine  in  the  treatment  of  the  vomiting  of  pregnancy 
encourage  me  to  impress  the  subject  upon  your  minds.  The  com- 
pound tincture  is  a  more  palatable  preparation,  and  would,  I  think, 
be  equally  efficacious,  as  would  also  the  syrup  of  hydriodic  acid, 
but  I  have  preferred  to  continue  in  the  use  of  the  simple  tincture. 
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The  attempt  will  be  made  in  this  paper  to  show  to  what  extent 
practical  obstetrics  is  taught  the  students  attending  the  medical 
schools  in  this  country. 

In  1874,  the  College  of  Physicians  and  Surgeons  of  Baltimore, 
aided  by  a  generous  appropriation  from  the  State  of  Maryland, 
established  a  lyiug-in  hospital  for  indigent  women  in  that  city.  It 
is  believed  that  this  is  the  first  institution  in  the  United  States  in 
which  a  successful  attempt  was  made  to  found  a  maternity  hospital 
service  in  connection  with  a  medical  college  and  otfer  to  all  the  stu- 
dents in  attendance  the  great  advantage  of  practical  teaching  and 
clinical  demonstration  in  the  important  branch  of  obstetrics.  Since 
the  opening  of  this  hospital  seventeen  hundred  women  have  been 
confined  in  the  institution,  a  large  majority  of  whom  were  used  for 
purposes  of  clinical  demonstration.  There  is  likewise  an  out- 
door obstetric  service  connected  with  this  hospital,  which  is  also 
used  for  the  instruction  of  students. 

The  lying-in  department  of  the  Cincinnati  Hospital  has  fur- 
nished clinical  instruction  in  obstetrics  to  the  students  of  the 
Miami  Medical  College  for  about  fifteen  years. 

The  Buffalo  Maternity  Hospital  was  established  in  1886.  It  is 
directly  connected  with  the  medical  department  of  Niagara  Uni- 
versity, and  all  the  patients  are  used  for  the  clinical  instruction  of 
the  students  in  this  school. 

The  University  of  Maryland  established  a  free  lying-in  hospital 
in  1887.  The  cases  in  the  hospital,  as  well  as  those  in  a  well- 
organized  out-door  service,  are  all  utilized  for  the  instruction  of  the 
students  in  the  medical  department  of  the  University. 


PRACTICAL   TEACHING   OF  OBSTETRICS. 


43 


The  Baltimore  Medical  College  established  the  Maryland  Gen- 
eral Lying-in  Hospital  for  the  clinical  instruction  of  its  students  in 
1888.  All  the  cases  of  labor  occurring  in  the  hospital  are  utilized 
for  this  purpose. 

The  University  of  Pennsylvania  established  a  maternity  hos- 
pital in  connection  with  its  medical  department  about  two  years 
ago.  Prof.  Hirst  has  given  an  interesting  account  of  the  methods 
of  instruction  pursued  in  that  institution  in  a  brief  paper  recently 
presented  to  the  Philadelphia  Obstetrical  Society.1 

The  Boston  Lying-in  Hospital  has  a  large  out-patient  service, 
which  furnishes  opportunities  for  clinical  instruction  in  obstetrics 
to  the  students  of  Harvard  Medical  School.  The  College  of  Phy- 
sicians and  Surgeons  of  New  York,  Jefferson  Medical  College, 
University  of  Michigan,  Medical  College  of  Ohio,  Cincinnati  Col- 
lege of  Medicine  and  Surgery,  Medico-Chirurgical  College  of  Phil- 
adelphia, Woman's  Medical  College  of  Philadelphia,  Detroit 
College  of  Medicine,  and  doubtless  many  other  medical  schools 
have  established,  or  are  about  to  establish,  maternity  hospitals,  or 
out-door  obstetric  services,  for  the  purpose  of  giving  their  students 
facilities  for  acquiring  a  practical  knowledge  of  the  obstetric  art. 
When  we  look  back  only  a  few  years  we  will  see  already  consider- 
able advance  in  this  direction,  and  who  can  doubt  that  the  develop- 
ment will  go  on  even  more  rapidly  in  the  near  future? 

In  all  the  institutions  above  mentioned  careful  antiseptic  precau- 
tions are  enforced,  and,  as  a  consequence,  the  mortality  from  septic 
infection  (puerperal  fever,  so  called),  which  formerly  made  delivery 
in  a  maternity  hospital  so  dangerous  to  the  mother,  has  beeu  prac- 
tically wiped  out.  To  such  an  extent  has  this  taken  place  that  I 
do  not  hesitate  to  express  the  conviction  that  a  woman  has  a  better 
chance  for  her  own  life  and  that  of  her  offspring  in  a  properly- 
conducted  maternity  hospital  than  in  her  own  home,  however 
luxurious  in  its  appointments. 

As  the  institution  under  my  charge  was,  I  believe,  the  first  in 
this  country  to  be  made  a  practical  school  of  obstetrics  for  medical 
students,  and  as  it  has  always  been  used  exclusively  for  this  pur- 
pose, I  venture  to  take  up  some  time  in  describing  the  method  of 
management  followed  there. 

1  Archives  of  Gynecology  and  Pediatry,  July,  1S90. 
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When  a  woman  applies  for  admission  she  is  first  interrogated 
as  to  her  history,  to  ascertain  the  probable  existence  of  pregnancy. 
After  a  record  is  made  of  the  facts  thus  ascertained,  she  is  given 
a  bath  and  is  subjected  to  a  physical  examination.  If  sufficiently 
advanced  in  pregnancy  she  is  at  once  admitted ;  otherwise  she  is 
given  a  permit  which  entitles  her  to  enter  on  a  certain  date,  or 
earlier  if  symptoms  of  labor  appear.  During  her  stay  in  the 
hospital  she  receives  a  bath  twice  a  week,  and  a  diagnosis  of  the 
presentation  of  the  child  is  made  by  palpation.  The  fetal  heart- 
beats are  also  counted  and  a  record  made  of  their  number.  The 
pelvis  is  measured  externally  by  means  of  the  pelvimeter.  Strict 
antiseptic  precautions  are  maintained  during  all  these  manipulations. 

When  labor  begins,  the  woman  is  given  a  full  bath,  or,  in  the 
event  of  its  considerable  advancement  or  too  rapid  progress,  she  is 
washed  with  soap  and  water  from  the  armpits  to  the  knees,  and 
then  laved  with  an  autiseptic  solution  of  mercuric  chloride,  1  to 
1000.  A  clean  night-gown  is  put  on  her,  and  a  vaginal  douche  of 
mercuric  chloride  solution,  1  to  4000,  is  administered  by  the  nurse, 
who  has  first  carefully  cleansed  her  finger-nails  with  a  nail-brush, 
hot  water,  and  soap,  followed  by  a  1  to  1000  bichloride  solution. 
As  few  examinations  are  made  as  are  consistent  with  a  knowledge 
of  the  progress  of  the  case. 

When  the  os  is  fully  dilated,  and  the  membranes  ruptured,  the 
patient  is  brought  to  the  delivery-bed,  and  remains  thereon  until 
delivered.  The  membranes  are  not  intentionally  ruptured  until 
the  bag  of  waters  has  descended  to  near  the  vulva,  unless  in  excep- 
tional instances  that  require  active  measures.  After  delivery  a 
vaginal  douche,  and,  if  an  operation  has  been  performed,  or  the 
hand  has  been  introduced  into  the  uterus,  an  intra-uterine  douche 
(bichloride,  1  to  5000)  is  given.  The  cord  is  not  tied  until  pulsa- 
tion has  ceased.  The  placenta,  unless  expelled  naturally  within 
ten  or  fifteen  minutes,  is  delivered  by  Crede's  method.  After  the 
child  has  received  the  necessary  attention,  the  mother  is  cleansed, 
any  rents  in  the  vagina  or  perineum  dusted  with  iodoform,  or 
deep  tears  of  the  perineum  stitched  up,  the  woman  removed  to  bed, 
and  an  autiseptic  vulvar  pad  applied. 

The  child  is  carefully  examined  after  ligature  and  separation 
of  the  cord,  weighed,  measured,  washed,  and  the  stump  of  the  cord 
dressed  with  iodoform  and  absorbent  cotton.    A  one  per  cent. 
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solution  of  silver  nitrate  is  instilled  into  the  eyes ;  that  has  proven 
an  efficient  prophylactic  against  ophthalmia  neonatorum. 

No  antiseptic  douches  are  used  afterward,  unless  the  temperature 
should  rise  to  or  above  101°,  or  the  lochia  become  offensive;  in 
these  cases  an  intra-uterine  douche  of  bichloride,  1  to  5000,  is  given 
by  means  of  the  uterine  catheter  devised  by  Dr.  W.  S.  Gardner, 
and  described  in  the  Transactions  of  this  Association  for  last  year.1 

The  diet  is  varied  and  generous  from  the  first. 

As  the  students  of  the  college  matriculate,  their  names  with  their 
local  addresses  are  entered  on  a  register  kept  by  the  resident- 
physician  of  the  Maternite.  When  a  patient  is  taken  in  labor,  the 
physician  notifies,  through  special  messengers  furnished  by  the  Dis- 
trict Telegraph  Company,  a  class  of  ten  students  taken  in  regular 
sequence  from  the  register.  As  soon  as  the  students  arrive  at  the 
hospital  a  digital  examination  is  made.  Each  member  of  the  class 
is  expected  to  attempt  a  diagnosis  of  presentation  and  position,  the 
professor  or  demonstrator  of  obstetrics  being  present  to  supervise 
the  examination  and  correct  errors  of  method.  Strict  antisepsis  is 
exacted  of  everyone  who  comes  into  the  delivery-room,  and  no 
person  is  allowed  to  touch  the  patient  until  he  has  carefully  disin- 
fected himself.  Students  are  not  called  to  the  Maternite  while  they 
are  dissecting,  or  doing  practical  pathological  work. 

At  least  two  examinations  are  made  by  each  student  summoned 
to  the  case  :  one  in  the  first  stage,  and  the  second  when  the  os  is 
fully  dilated  and  the  membranes  ruptured.  The  students  are  con- 
stantly interrogated  during  these  examinations,  to  test  their  knowl- 
edge and  appreciation  of  the  conditions  present.  When  the  head 
descends  to  the  perineum,  the  patieut  is  moved  to  the  lower  end  of 
the  delivery-bed,  and  the  evolution  of  the  head  and  shoulders 
exposed  to  the  eye.  The  methods  of  supporting  the  perineum  and 
delivering  the  head  are  also  shown.  Considerable  pains  are  taken 
to  show  the  correct  way  of  tying  and  dressing  the  cord,  and  the 
students  themselves  assist  in  recording  the  phenomena  of  the  labor, 
and  the  weight  and  measurements  of  the  child.  Opportunity  is 
often  given  to  demonstrate  the  methods  for  resuscitating  asphyxi- 
ated children.  During  the  past  year  several  infants,  apparently 
dead  when  born,  have  been  resuscitated  by  active  efforts,  in  two  cases 
continuing  for  over  half  an  hour. 

1  Vol.  ii.  p.  326. 
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The  necessity  of  rigid  antisepsis  is  strongly  impressed  upon  all 
the  students,  and  I  venture  to  claim,  as  a  result  of  its  strict  enforce- 
ment, that  during  the  last  three  years  not  a  single  death  from  any 
septic  disease  has  occurred  in  377  deliveries. 

The  cases  in  the  Maternity  are  sufficiently  numerous  to  allow 
every  student  to  be  present  and  assist  at  two  or  three  deliveries 
during  each  session.  Attendance  upon  these  demonstrations  is  a 
necessary  condition  for  graduation.  The  resident-physician  is 
required  to  keep  a  record  of  those  students  who  fail  to  attend  a 
case  when  summoned,  and  report  the  deliuquents  to  the  professor 
of  obstetrics.  It  very  rarely  happens,  however,  that  any  student 
intentionally  absents  himself  from  the  demonstrations. 

In  addition  to  the  advantages  offered  to  the  students  in  the 
manner  above  pointed  out,  "  touch  courses "  are  given  by  the 
demonstrator  of  obstetrics  to  the  students  divided  into  small  classes. 
These  courses  are  also  obligatory  upon  all  matriculates,  and  are 
very  popular. 

A  part  of  the  work  of  the  Maryland  Maternity,  which  I  regard 
as  not  less  important  than  that  of  practical  teaching  of  students,  is 
the  training  of  intelligent  nurses  in  the  modern  methods  of  manage- 
ment of  confinement  cases.  In  the  Maternite  efforts  are  made  to 
get  young  and  intelligent  women  to  take  up  this  work.  They  are 
required  to  remain  at  least  six  months,  during  which  time  they  are 
expected  to  study  some  work  on  practical  nursing,  and  also  such 
portions  of  a  text-book  of  obstetrics  as  relates  to  the  management  of 
normal  labor.  Antisepsis  is  enjoined  upon  them  as  if  it  were  an 
article  of  religious  faith. 

After  their  term  of  service  has  expired,  the  nurses  are  subjected 
to  a  rigid  examination  covering  the  entire  management  of  a  case  of 
labor,  from  the  beginning  of  the  pains  to  the  day  of  discharge  of 
the  patient.  Here,  also,  special  insistence  is  placed  upon  the  vital 
importance  of  thorough  disinfection. 

The  facts  given  in  this  paper  show  that,  at  the  present  day,  the 
American  student  has  considerable  opportunity  for  the  acquirement 
of  a  practical  knowledge  of  obstetrics.  The  facilities  may  not  be  so 
great  as  in  some  European  clinics,  but  they  are  daily  growing,  and 
will  soon  render  it  unnecessary  for  the  earnest  student  to  seek  prac- 
tical instruction  in  this  branch  in  other  countries. 
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DISCUSSION. 

Dr.  A.  H.  Wright,  of  Toronto. — Mr.  President  and  Gentlemen  :  It 
has  been  suggested  by  your  secretary  that  I  say  a  few  words  upon  this 
subject.  I  have  very  much  pleasure  in  rising  to  testify  to  my  appreci- 
ation of  the  methods  spoken  of  by  Dr.  Rohe.  I  have  always  thought 
that  it  was,  perhaps,  the  weakest  point  of  our  system  of  medical  educa- 
tion that  we  have  not  been  able  to  give  our  students  sufficient  clinical 
instruction  in  obstetrics.  The  advantages  of  a  place  like  Dublin,  and 
certain  cities  on  the  Continent,  are  great.  A  worthy  and  industrious 
student  has  any  and  every  opportunity.  I  do  not  think  it  possible  on 
this  continent  to  have  that  condition,  nor  would  I  like  to  suggest  that 
in  this  country  we  should  endeavor  to  compel  women  to  submit  them- 
selves to  unrestricted  examinations  by  students.  We  must  consider  the 
dangers  that  are  attached  to  these  examinations.  We  have  in  Canadian 
schools  rules  which  compel  all  students  to  have  seen  six  cases  of 
obstetrics.  For  some  years  it  was  found  in  Toronto  that  the  mortality 
rates  were  much  too  high.  We  then  introduced  antiseptic  methods, 
carried  out  very  much  after  the  plan  described  by  Dr.  Rohe.  Still 
the  mortality  continued  high.  Then  we  had  to  stop  the  indiscrim- 
inate examination  of  women  by  students.  Our  rule  now  is  that  one 
student  is  allowed  to  examine  the  patient — that  is,  make  a  vaginal 
examination  ;  but  we  encourage  all  students  to  examine  by  abdominal 
palpation.  This  latter  method  helps  us  materially  in  the  direction 
of  asepsis  in  obstetrics.  I  think  we  have  learned  a  great  deal  from 
modern  surgery,  and  our  advances  toward  aseptic  midwifery  are 
chiefly  due  to  our  proper  appreciation  of  the  grand  work  done  by 
Sir  Joseph  Lister  and  others  in  the  same  line.  Our  resident  assistant 
has  charge  of  confinements,  except  in  difficult  cases.  When  I  am 
present  I  sometimes  ask  three  or  four  students  to  examine  the  patients. 
This  is  the  largest  number  we  allow.  There  is  one  thing  I  insist  upon 
very  strongly :  that  is,  that  no  student  or  assistant  shall  make  any  sort 
of  examination  after  the  child  is  born,  unless  there  is  absolute  neces- 
sity. That  is  the  time  when  I  consider  there  is  the  greatest  danger,  on 
account  of  recent  tears,  with  their  numerous  open-mouthed  vessels.  We 
now  come  to  a  point  connected  with  douches.  Here  I  think,  perhaps, 
I  will  disagree  slightly  with  the  teachings  of  some  medical  men  in 
America.  I  refer  especially  to  a  man  in  whose  teachings  I  have 
always  taken  a  great  deal  of  interest,  Dr.  Price.  I  do  not  use  any 
douche  in  an  ordinary  case  of  labor,  before  or  after,  either  in  my  hos- 
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pital  or  private  practice.  I  do  not  use  it  before,  because  I  consider  it 
does  a  certain  amount  of  barm,  and  I  do  not  know  that  it  does  any 
good.  It  might  remove  the  germs  that  may  be  in  the  vagina,  but  I 
have  not  found  that  such  organisms  do  any  harm.  After  labor  I  think 
it  frequently  does  harm,  and  that  it  is  at  least  unnecessary.  I  have 
found  that  the  great  danger  is  in  the  finger-tips.  But  to  come  back 
to  the  general  subject  of  our  methods  in  the  lying-in  room  for  the 
practical  instruction  of  students,  I  hope  that  we  will  soon  be  able, 
with  our  improved  plans,  and  a  better  discipline  among  our  skilled 
assistants,  to  give  them  more  manual  work  to  do.  I  may  say,  how- 
ever, that  I  have  a  high  regard  for  my  hospital  patients,  and  would 
not  like  to  have  them  subjected  to  any  dangers  I  would  object  to  in 
my  own  family.  Of  course,  we  have  to  depart  somewhat  from  our 
rules  as  to  privacy  in  our  ordinary  private  practice.  I  have  found  that 
the  women  have  been  willing,  as  a  rule,  to  submit  to  our  ordinary 
hospital  rules ;  but  they  have  rights,  and  if  I  find  any  poor  married 
woman  not  able  to  be  treated  outside,  who  is  decidedly  opposed  to  having 
students  examine  her,  I  respect  her  scruples.  We  must,  however, 
look  to  the  fact  that  we  are  training  young  men  to  go  into  the  country 
to  practise  midwifery,  and  we  should  give  all  possible  facilities.  It  is 
easy  to  tell  a  man  to  use  soap  and  water,  but  difficult  to  make  him  use 
them  effectually.  I  think  studeuts  are  like  children,  and  believe  that 
the  hardest  thing  to  teach  them  is  to  keep  clean.  I  may  pass  beyond 
the  students,  and  say  I  think  the  hardest  thing  to  teach  general  prac- 
titioners is  to  keep  themselves  clean.  I  must  congratulate  Dr.  Rohe, 
and  I  wish  his  institution,  and  others  carried  out  on  the  same  plan, 
long-continued  success. 

Dr.  Joseph  Price,  of  Philadelphia. — Dr.  Rohe  has  done  much 
to  stimulate  medical  schools  and  philanthropic  people  controlling 
maternity  hospitals  to  educate  practically  young  physicians  in  some 
refinement  in  maternity  work.  As  a  rule,  maternity  work  is  the  first 
thing  a  young  physician  has  to  do.  It  is  his  loaves  and  fishes,  his 
office  rent,  and  whole  income.  Just  on  this  subject  he  is  most  defi- 
cient. Until  the  last  few  years  all  medical  schools  have  done  nothing 
in  a  practical  way.  It  is  curious  what  opposition  we  have  had :  again, 
most  lamentable.  For  myself,  as  a  director  of  two  maternity  hospitals, 
had  /  six  daughters,  I  would  wish  those  institutions  practically  to  edu- 
cate more  men  in  obstetrics,  that  my  daughters  might  have  skilled 
obstetricians  to  take  care  of  them  in  the  perils  of  childbirth.  The  gen- 
tleman that  has  just  taken  his  seat  has  talked  beautifully  on  this  sub- 
ject, but  seems  to  take  a  little  ground  against  using  some  of  this  public 
material  for  educational  purposes.    I  feel  that  every  pauper  in  the 
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land  should  be  used  for  this  purpose  from  sunrise  to  sunset.  He  has 
said  considerable  about  filth.  Your  students  are  your  children.  I 
consider  medical  colleges  next  in  dirt  and  filth  to  the  livery-stables 
near  by.  It  is  unfortunate  that  their  whole  equipment  and  environs 
should  be  so  grossly  neglected.  There  is  no  reason  why  medical 
schools  should  not  be  as  clean  as  this  room,  or  a  church,  and  if  we  will 
only  take  high  ground  on  this  subject  they  will  be  shortly.  For  three 
years  you  are  ashamed  of  your  sons,  or  medical  students.  They  con- 
tract all  sorts  of  abominable  habits.  They  enter  college  tidy  men, 
with  clean  finger-nails,  and  come  home  with  them  lugubrious  or  in  deep 
mourning.  Maternity  work  requires  the  highest  degree  of  surgical 
refinement,  in  detail  and  simplicity.  In  all  maternity  work  I  have 
tried  to  do  j  ust  that.  I  have  distanced  all  dirt,  and  all  goes  well.  Clean- 
liness should  begin  with  the  building  and  its  environs.  There  should 
be  absolutely  no  plumbing  in  the  buildings.  Perfect  ventilation,  well 
lighted,  and  total  absence  of  plumbing.  There  should  be  a  home  adjoin- 
ing it  for  patients  awaiting  delivery,  and  attendants.  You  may  give 
them  as  many  baths  and  as  much  preparation  for  cleanliness  as  you 
please.  My  rule  in  the  maternity  hospital  is  two  baths  a  week.  A 
clean  bath  and  clean  clothes,  upon  admission,  then  a  laxative.  Two 
soap-baths  a  week,  while  awaiting  delivery.  Every  care  possible  of 
her  toilet  is  taken  until  premonitory  symptoms  of  labor.  Then  a  bath, 
douche,  and  enema.  She  enters  a  clean  delivery-room.  The  attend- 
ants also  make  a  perfect  toilet  before  entering  the  room.  As  few 
examinations  are  made  as  possible.  I  rarely  make  more  than  one. 
What  the  doctor  has  said  about  post-puerperal  examinations  I  agree 
with.  The  danger  attached  to  maternity  work  by  permitting  under- 
graduates to  attend  them  at  their  homes  and  in  well-managed  materni- 
ties I  consider  about  nil,  if  you  keep  them  clean.  I  have  distributed 
about  five  hundred  cases  annually  for  twelve  years  among  undergradu- 
ates without  accidents  or  contamination.  There  are  many  things  to  do. 
Keep  them  as  far  away  from  the  colleges  as  possible.  The  women  have  a 
perfect  dread  of  being  attended  by  a  student.  You  may  assign  ten 
women  to  a  student  that  is  within  two  squares  of  a  medical  college,  and 
he  will  attend  one  out  of  the  ten.  You  have  to  counsel  him  to  go  as  a 
private  practitioner,  and  not  say  anything  about  college,  professors,  or 
quiz  masters.  I  have  a  habit  of  counselling  them  to  use  a  nail-brush  and, 
soap  before  and  after  each  and  every  examination.  I  find  they  get  a 
great  deal  of  practical  knowledge  out  of  four  cases.  I  have  a  room  for 
the  purpose  as  far  as  possible  from  the  medical  colleges,  and  have  it 
central.  The  patients  are  instructed  to  send  for  the  doctor  early,  that 
the  student  may  have  an  opportunity  of  studying  the  whole  labor, 
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seeing  the  women  in  the  premonitory  symptoms.  You  have  lots  of 
things  to  tell  them.  They  are  a  stubborn,  ugly  body  to  liandle — as 
much  so  as  a  State  legislature.  They  are  permitted  to  give  a  vaginal 
douche  only  before  the  labor.  I  am  not  sure  that  it  is  wise  practice 
to  allow  them  to  give  a  vaginal  douche  after  the  delivery  of  the  pla- 
centa. Deaths  occasionally  occur  among  the  patients  attended  by  the 
graduates.  In  this  last  three  years  there  has  not  been  a  single  death. 
A  thousand  deliveries,  in  the  dirtiest  hovels  in  the  world,  and  among 
the  most  destitute  people,  with  a  single  death !  Only  one,  the  case  of 
eclampsia  in  the  hands  of  a  graduate.  A  few  years  ago  we  occasionally 
had  peritonitis  and  puerperal  fever.  Finally,  a  half  dozen  in  all;  I 
noticed  they  all  occurred  in  tenement-houses — all  of  them.  For  two  or 
three  years  it  was  so  curious  that  when  a  man  came  to  me  and  said  he 
had  such  a  case,  I  could  pick  out  one  of  three  or  four  houses  in  which 
it  occurred.  I  have  yet  to  see  a  case  in  a  house  without  plumbing.  I 
would  like  to  see  all  public  institutions  use  their  material  judiciously 
for  educational  purposes.  We  want  more  practical  teaching  and  train- 
ing in  medical  schools,  and  all  hospitals  thrown  open  for  practical 
educational  purposes.  Then  we  will  have  more  skilled  obstetricians, 
physicians,  and  surgeons. 

Dr.  William  Wotkyns  Seymour,  of  Troy. — It  is  forty-five  years 
since  my  father  began  his  obstetrical  training  in  this  city,  under  the 
tutelage  of  Dr.  Hodge.  I  think  the  system  then  followed  in  that  school 
would  be  a  good  thing  now  for  the  medical  schools  of  the  United 
States  to  follow.  At  that  time  it  was  the  custom  of  Dr.  Warrington 
to  instruct  his  students  in  the  management  of  midwifery  from  the  first ; 
to  construct  a  suitable  bed,  and  to  avoid  all  the  nasty  contrivances 
found  in  alleys  and  tenements.  They  were  familiarized  with  the 
pelvis,  the  sutures,  the  positions  of  the  head,  the  degrees  of  flexion  and 
rotation,  and  all  with  the  pelvis  concealed  from  view.  In  this  wise  the 
student  early  learned,  on  the  dry  bones,  to  be  sure,  to  determine  by  the 
relation  of  the  head  to  the  pelvic  bones  what  the  position  and  presenta- 
tion was.  I  think  all  practitioners  will  agree  that,  apart  from  cleanli- 
ness, this  is  a  fundamental  necessity  in  the  practice  of  midwifery. 
We  devote  any  quantity  of  time  to  embryology,  but  when  it  comes  to 
the  instrumental  and  manual  part  of  labor  our  practitioners,  who  have 
acquired  large  skill  by  thumb-rule  practice,  are  very  deficient.  When 
a  student  pursued  this  course  a  few  months,  as  Warrington  carried  it 
out,  and  then  were  assigned  cases,  they  entered  on  the  practice  with  far 
better  ability  than  nearly  any  other  students  in  the  country.  I  do  not 
mean  to  take  exception  to  anything  said  by  the  previous  gentlemen.  I 
thoroughly  approve  of  the  stand  they  have  taken.    One  thing  might 
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be  said  about  carrying  examinations  too  far.  To  make  them,  a  student 
should  be  essentially  and  surgically  clean. 

Dr.  Price. — I  spoke  clearly  about  instructing  students  in  regard 
to  examining  the  patients  freely,  provided  they  use  soap  and  brush 
thoroughly,  first,  last,  and  all  the  while.  As  to  instruction  upon  the 
manikin,  that  is  a  part  I  have  nothing  to  do  with.  It  belongs  to  the 
theoretical  branch  of  the  profession.  In  regard  to  familiarizing  the 
student  with  presentation  and  position,  I  instruct  him  after  delivery, 
when  the  child  is  in  the  hands  of  the  nurse,  to  make  an  examination  of 
the  sutures  and  fontanelles,  and  play  his  examining  finger  over  them, 
which  gives  him  a  mental  picture  or  knowledge  that  will  quickly 
instruct  him  in  regard  to  diagnosticating  position. 

I  have  a  habit,  when  travelling,  to  ask  my  friends  among  other  things 
questions  in  regard  to  the  mortality  of  maternity  work.  In  Virginia, 
a  physician  told  me  he  lost  three  cases  in  1000,  and  had  never  given 
a  douche.  One  case  he  thought  was  due  to  a  ruptured  uterus.  It  is 
curious  how  you  can  demonstrate  the  folly  of  chemical  solutions  in  a 
clean  class  of  patients.  Here,  in  city  life,  where  we  suffer  all  sorts 
of  vices,  it  is  not  so.  I  value  in  city  life  the  use  of  chemical  solutions 
more  to  save  eyes  than  to  save  women.  Out  of  600  deliveries  I  have 
had  only  three  cases  of  ophthalmia,  in  none  of  which  had  the  mother 
been  prepared  for  labor  ;  not  a  single  ophthalmia  occurring  in  patients 
properly  prepared  or  cleansed  beforehand. 

Dr.  W.  W.  Potter,  of  Buffalo. — As  a  part  of  the  history  of  the 
teaching  of  obstetrics  in  the  United  States,  so  interestingly  and  ably 
considered  in  this  paper  and  the  discussion  thereon,  it  may  be  of  interest 
for  me  to  call  attention  to  the  fact  that  the  first  clinical  teaching  of 
obstetrics  in  this  country  occurred  in  Buffalo.  In  the  winter  of  1850, 
Prof.  James  P.  White  brought  the  senior  class  of  the  Buffalo  Medical 
College  to  the  bedside  of  a  woman  in  labor,  and  permitted  the  members 
thereof,  under  his  immediate  supervision  and  instruction,  to  make  occa- 
sionally during  the  progress  of  the  labor  digital  examination  of  the  par- 
turient tract ;  he  also  taught  palpation  of  the  abdomen  so  far  as  it  was 
then  considered  necessary  with  reference  to  the  practice  of  obstetrics. 
These  young  candidates  for  the  doctorate  were  further  instructed  in 
the  art  of  obstetrical  diagnosis  with  reference  to  the  placental  souffle 
and  the  fetal  heart-sounds,  so  that  altogether  it  was  a  most  complete 
clinical  demonstration  for  that  period. 

But  there  was  created  by  the  innovation,  as  it  was  then  universally 
termed,  a  current  of  adverse  criticism,  directed  at  Dr.  White,  that 
finally  developed  into  a  raging  storm  of  abuse.  The  daily  prints  took 
it  up,  and  characterized  the  proceedings  at  the  medical  college,  where, 
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in  the  janitor's  room  and  attended  by  the  janitor's  wife,  the  woman 
was  confined,  as  the  most  unheard-of  and  shocking  outrage  of  propriety 
and  common  decency. 

The  storm  grew  to  such  proportions  that  Dr.  White  felt  compelled, 
in  sheer  self-defence,  to  procure  an  indictment  for  libel  of  one  of  the 
then  prominent  physicians  of  Buffalo,  in  order  that,  upon  the  trial,  he 
might  show  to  the  public  just  what  had  been  done,  why  it  had  been 
done,  and  that  it  was  purely  scientific  and  proper.  This  was  before 
the  days  of  court  stenographers,  but  Dr.  White,  at  his  own  expense, 
employed  two  short-hand  reporters  who  have  faithfully  preserved  the 
record  of  this  remarkable  trial,  which  was  one  of  the  most  stirring 
events  of  its  time  that  Buffalo  had  ever  seen. 

Under  the  calm  deliberation  of  a  judicial  tribunal  all  the  facts  were 
brought  out,  and,  though  the  trial  failed  of  convicting  the  indicted 
person,  yet  Dr.  White's  fair  name  was  preserved,  and  he  lived  to  enjoy 
the  fruits  of  a  well-earned  reputation  for  more  than  thirty  years  there- 
after ;  indeed,  long  before  his  death  "  demonstrative  midwifery,"  as 
it  was  then  universally  termed,  was  one  of  the  prides  of  his  early 
teaching  years,  and  he  often  referred  to  the  exasperating  troubles  con- 
sequent upon  the  attempt  to  establish  the  clinical  teaching  of  mid- 
wifery in  the  United  States  as  the  most  important  struggle  of  his  life. 

There  is  one  other  point  connected  with  this  history  that  ought  not 
to  be  omitted,  though  it  does  not  pertain  to  the  clinical  side  of  the  case, 
but  to  its  jurisprudence.  At  the  trial  able  counsel  was  engaged  on 
both  sides,  and  the  contest  continued  during  four  days.  Care  was 
taken  to  impress  the  public,  the  court,  and  the  jury,  as  far  as  possible, 
that  public  opinion  was  against  such  a  demonstration  as  Dr.  White 
had  been  guilty  of,  and  that  all  that  had  been  written  and  said  in  con- 
demnation thereof  was  in  the  interest  of  a  healthy  and  moral  public 
opinion  and  sentiment.  The  learned  Judge  who  presided — Mullet,  of 
Chautauqua  County — during  his  charge  swept  all  these  considerations 
from  the  jury-box,  in  the  following  words  :  "  Gentlemen,  public  opinion 
has  not  been  deemed  a  very  safe  agent  in  the  administration  of  jus- 
tice since  it  profaned  the  Judgment-seat  and  insulted  Heaven  by  the 
cry  of '  Crucify  Him  !  Crucify  Him ! ! '  Pilate,  weak  and  time-serving; 
disobeyed  the  dictates  of  his  own  conscience  and  followed  the  popular 
outcry,  which  he  mistook  for  public  opinion  ;  but  the  sacred  history  of 
that  awful  tragedy  informs  us  that  the  chief-priests  and  elders  per- 
suaded the  multitude." 

Taken  altogether,  this  case  is  one  of  the  most  unique  and  interesting 
connected  with  the  history  of  medical  teaching  in  this  country,  and 
though  the  chief  actors  in  the  scene  have  nearly  all  gone,  it  deserves 
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to  be  known  and  studied  in  the  light  of  our  present  knowledge,  as  well 
as  preserved  in  the  memories  of  later  generations ;  hence,  my  allusion 
to  it  at  this  time  may  not  be  out  of  place. 

Dr.  Rohe,  closing  the  discussion. — I  would  like  to  add  a  few 
words  to  what  has  been  said.  In  the  first  place,  speaking  of  frequent 
examinations,  a  class  of  ten  students  is  summoned  to  every  case  in  the 
Maryland  Maternite:  by  the  time  each  man  has  examined  the  patient 
twice,  and  the  professor  has  also  examined  her  twice,  there  are  twenty- 
two  examinations,  which  I  think  entirely  sufficient  in  one  case.  With 
reference  to  the  use  of  antiseptic  injections,  they  are  only  given  after 
labor  when  the  condition  of  the  patient  calls  for  them.  In  regard  to 
using  vaginal  injections  before  labor,  all  the  febrile  cases  that  have 
occurred  in  the  Maryland  Maternite  have  been  such  as  were  brought 
into  the  institution  in  labor,  or  where  there  was  no  opportunity  to 
give  the  ante-partum  douche.  No  grave  cases  have  occurred,  but  some 
which  have  indicated  that  unless  carefully  managed  they  might  pro- 
duce trouble.  These  few  cases  have  led  me  to  believe  that  the  douche 
before  labor  is  of  some  use  to  the  woman,  and  I  believe  with  Dr.  Price 
that  it  is  valuable  for  the  safety  of  the  eyes  of  the  offspring.  I  am 
greatly  indebted  to  Dr.  Potter  for  the  interesting  bit  of  history  which 
he  has  just  related. 


THE  AXIS-TRACTION  FORCEPS:  ITS  PLACE  IN 
OBSTETRICS. 


By  JOSEPH  HOFFMAN,  M.D., 

PHILADELPHIA. 


Assuming,  without  argument,  that  the  forceps  is  the  most  im- 
portant of  all  obstetrical  instruments,  and  that  its  use  devolves  most 
frequently  of  all  upon  the  general  practitioner,  whose  success  or 
failure  for  the  most  part  depends  upon  his  early  instruction,  his  expe- 
rience, or,  in  some  cases,  his  strength — force,  without  art — the  para- 
mount importance  of  a  thoroughly  general  appreciation  of  the  value 
of  the  axis-traction  principle  in  forceps  application  is  imperative. 
It  becomes  the  duty  of  every  special  society  to  encourage  the  widest 
possible  discussion  and  exposition  of  its  philosophy,  while  it  is 
incumbent  upon  all  teachers  of  obstetrics  to  insist  upon  it  as  the 
foundation  of  all  instrumental  procedure  which  has  for  its  aim  the 
successful  delivery  of  the  mother,  without  damage  either  to 
herself  or  to  her  child.  By  this  standard  alone  is  the  use  of 
the  forceps  to  be  judged.  The  scientific  instructor  in  obstetrics 
must  ride  no  hobby  in  the  shape  of  some  special  forceps  to  which 
he  has  applied  a  new  curve,  which  is  most  likely  an  old  one,  unless 
underlying  the  placing  of  this  or  that  modification  of  the  already 
too-numerous  instruments,  there  is  a  real  idea  which,  added  to  the 
sum  of  obstetric  experience,  will  increase  its  value.  Students  of 
our  various  schools  are  too  apt  to  go  out  from  them,  pinning  their 
faith  upon  the  instrument  which  the  traditions  of  their  own  special 
institution  have  sanctified.  Each,  according  to  his  instruction, 
will  expect  to  subdue  the  world  of  obstetrics  with  a  Hodge  or  a 
Wallace,  a  Simpson  or  a  Davis.  The  fact  stands  out  that  in  this  as 
in  too  many  other  questions,  we  have  been  taught  to  deal  with  names 
instead  of  principles.  Considering  the  instruments  designated 
above,  each  one  of  them,  which,  unfortunately,  cannot  be  affirmed 
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of  all  others,  took  its  origin  on  an  obstetric  principle,  and  was 
not  propagated  as  a  curiosity.  The  point  here  to  be  insisted  upon 
is  that,  added  to  the  special  features  of  any  ordinary  instrument, 
of  which  the  above  may  be  taken  as  a  type,  the  principle  of  axis- 
traction  completes  it ;  without  this  the  instrument  is  crude,  the  skill 
of  the  obstetriciau  being  the  only  factor  to  modify  and  determine 
the  degree  of  its  imperfection. 

The  necessity  of  obviating  a  direct  pull  against  the  maternal 
tissues,  outside  of  the  axis  of  the  pelvis,  was  apparently  appreciated 
by  Hodge1  when  he  wrote:  "During  the  descent  of  the  head  into 


Fig.  1. 


Traction  above  superior  strait.  (Hermann.) 


the  cavity  of  the  pelvis,  it  may  often  be  advantageous  to  place 
the  fingers  of  the  left  hand  in  front  on  the  shanks  or  joint  of  the 
forceps,  so  as  to  make  direct  pressure  downward,  and  thus  deter- 
mine the  blades  more  directly  in  the  axis  of  the  pelvis.  By  this 
manoeuvre  the  head  will  be  directed  firmly  against  the  coccyx  and 
perineum,  and  not  be  drawn  against  the  pubis."  In  giving 
this  advice,  so  far  as  I  have  been  able  to  discover,  he  stands  alone 
among  American  and  English  authorities  up  to  his  time.  So  far  as 
the  application  of  the  principle,  which  he  strove  to  inculcate  was 
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coucerucd,  he  was  antedated  mechanically  by  Hermann,  of  Berne, 
nearly  twenty  years.  Dr.  A.  H.  Smith,  lately  deceased,  of  this  city, 
after  a  careful  investigation  of  the  bibliography  of  the  manoeuvre 
suggested  by  Hodge,  decided  that  in  this  he  was  also  preceded  by 


Fig.  2. 


Traction  below  the  superior  strait.  (Hermann.) 


Osiander,  of  Gottingen,  many  years.  I  call  attention  to  these  facts 
simply  to  emphasize  the  position  here  assumed,  that  the  ordinary 
obstetrical  forceps  is  a  defective  instrument,  no  matter  what  name  it 
bears,  and  that  this  deficiency  has  been  long  appreciated  and  never 


Fig.  3. 


McFerran's  forceps. 


obviated,  though  measurably  modified  in  skilful  hands  by  the 
manipulation  advocated  by  Osiander  and  Hodge.  It  is  worthy  of 
comment  in  this  connection  that,  although  the  need  of  axis-traction 
was  felt  so  long  ago  in  this  country,  still,  with  all  its  boasted 
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mechanical  ingenuity,  there  was  no  invention  of  an  axis-traction 
forceps,  nor  is  there  yet  one  of  American  design,  those  of  Cleemann 
and  McFerran,  the  latter  of  which  is  represented,  being  simply 
devices  to  overcome  the  difficulties  of  high  pelvic  application. 

The  problem  to  be  solved  in  every  forceps  delivery  is  complex, 
involving  the  application  of  a  force  along  the  curved  axis  of  the 
pelvis,  and  the  resolution  of  that  force,  so  that  as  little  as  possible 
may  be  wasted,  and  noue  of  it  be  harmfully  expended  upon  either 
the  tissues  of  the  mother  or  the  body  of  the  child,  necessitating  at 
the  same  time,  along  with  the  force  of  traction,  a  lateral  deviation 
in  the  line  of  the  least  resistance,  and  reducing  concomitantly  the 
direct  pressure  upon  the  fetal  head  to  a  degree  alone  sufficient  to 
overcome  the  resistance  along  the  axis  of  the  pelvis,  or  any  acci- 
dental or  necessary  increment  thereto.  It  is  plain  that  in  the 
normal  pelvis,  with  a  normal  presentation  of  the  fetal  head,  the 
"  resistance  to  the  progress  of  the  head  along  the  pelvic  axis  is  afforded 
by  the  opposing  soft  structures  below  and  the  bony  walls  of  the 
pelvis  above.  Both  of  these  are  overcome  by  the  expulsive  power  of 
the  uterus.  Artificial  aid,  intended  to  replace  or  supplement  failing 
or  absent  uterine  contractions  in  order  to  be  entirely  effective  at  the 
superior  strait,  must  act  at  right  angles  to  it.  The  farther  the 
deviation  from  a  right  angle  the  less  effective  will  be  the  force,  and 
the  greater  will  be  the  compression  force  required  in  order  to  pre- 
vent slipping  of  the  instrument,  hence  the  violence  done  the  fetal 
head  and  the  maternal  structures  is  in  direct  ratio  with  the  ineffi- 
ciency of  the  power  applied  to  produce  axial  progression  of  the  fetal 
body.  The  axis  of  the  superior  strait,  it  will  be  remembered,  in  the 
normal  pelvis,  passes  externally  at  or  near  the  tip  of  the  coccyx. 
Appreciation  of  this  fact  will  explain  why  application  of  the  forceps 
at  the  superior  strait  was  formerly  considered  an  unjustifiable  or 
doubtful  procedure,  just  as  it  also  explains  the  pelvic  curve  in  the 
obstetric  forceps,  as  well  as  all  the  manual  and  mechanical  devices 
to  obtain  true  axis-traction.  So  far  the  effect  of  misapplied  traction 
upon  a  normal  head  and  pelvis  has  only  been  considered.  If,  now, 
there  is  a  disproportion  between  these  parts,  or  a  pelvic  deformity 
alone,  the  aggregate  of  injury,  arising  from  misdirected  traction- 
force,  will  be  greater  by  an  increment  varying  as  the  deformity. 
This  increment  is  an  additional  factor  of  injury,  both  to  the  mother 
and  the  child.    In  the  high  operation  the  leverage  effect  of  the 
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long  forceps,  by  which  efforts  at  rotation  must  be  made,  often  results 
in  serious  injuries  to  the  fetal  head,  eveu  when  the  manipulation 
suggested  by  Hodge  is  resorted  to,  as  is  well  understood  from  the 
mechanical  construction  of  this  instrument.  Now,  when  it  is 
remembered  that  the  axis  of  the  superior  strait  meets  that  of  the 
inferior  at  an  angle  of  50  degrees,1  the  inefficiency  of  simple  traction, 
which,  by  a  direct  pull,  tends  to  deliver  at  the  coccyx  the  fetal  head, 
which  must  have  its  egress  in  the  axis  of  the  inferior  strait,  passing 


Fig.  4. 


Osiander's  method  of  applying  forceps,  as  advocated  by  Smith. 


beneath  the  pubis,  is  apparent.  Again,  when  it  is  considered  that, 
in  addition  to  the  movement  along  the  antero-posterior  curvature 
of  the  pelvic  axis,  there  must  also  be  a  lateral  variation,  through 
which  the  head  rotates  as  it  passes  downward  upon  the  perineum, 
it  becomes  evident  that  simple  downward  traction,  even  though 
effectively  made  along  the  real  curved  axis  of  the  pelvis,  must  be 
made  partially  inefficient,  in  that  it  prevents  the  lateral  movements 
of  rotation.    We  have  now  reached  the  point  at  which  we  may 

1  Or,  measuring  the  obtuse  angle,  130  degrees. 


THE    AXIS-TR  ACTION  FORCEPS. 


59 


discuss  the  efficacy  of  the  manoeuvres  suggested  by  Osiander, 
Hodge,  Naegele,  etc.,  and  advocated  strenuously  up  to  a  very  late 
day  by  those  who  believed,  as  Dr.  Albert  H.  Smith,  that  simple 
manual  dexterity  rendered  a  mechanical  axis-traction  superfluous 
— a  opinion  still  held  by  Pajot.  It  is  interesting  to  note  that  the 
earlier  advocates  of  the  non-mechanical  axis-traction  advocated  at 
the  same  time  the  so-called  "  pendulum"  movement  of  the  forceps, 
thus  striving  to  compensate  for  the  loss  of  the  natural  lateral  rotation 
above  referred  to.  It  is  evident,  however,  that  such  movement  is 
simply  tentative  or  experimental,  and  that  it  cannot  in  any  way 
approach  the  natural  lateral  curve  in  which  the  head  tends  toward 
the  perineum.  This  movement  is  now,  by  almost  common  consent, 
relegated  to  the  past,  and  classed  among  the  barbarities  of  obstetrics, 
and  has  no  more  place  in  scientific  midwifery  than  the  crowbar  or 
wedge. 

If,  now,  a  lateral  curvature  is  necessary  to  the  normal  rotation 
of  the  head,  and  it  cannot  be  obtained  by  the  Hodge,  Osiander,  or 
Naegele  method  of  producing  downward  traction  by  a  strap  over 
the  lock  of  the  forceps,  it  becomes  necessary  to  resort  to  other 
means  where  artificial  delivery  is  required.  The  very  fact  that  a 
simple  downward  force  is  applied,  renders  it  plain  that  the  head  is 
thereby  measurably  prevented  or  altogether  hindered  from  rotating 
laterally. 

The  problem  of  all  axis-traction  is  to  be  solved  on  mechanical 
principles,  without  regard  to  preference  for  this  or  that  instrument, 
whose  original  construction  was  most  likely  based  upon  some  idea 
of  compression  or  the  crudest  possible  idea  of  traction.  This  is 
true  of  all  of  the  commonly-used  forceps,  without  exception.  Given 
the  problem  to  cause  an  approximately  spherical  body  along  a  curved 
canal,  whose  lateral  direction  is  determined  by  the  lateral  planes  of 
the  pelvis,  and  therefore  is  not  regular,  i.  e.,  tending  constantly  in 
the  same  direction.  To  move  a  body  uniformly  along  a  canal  of 
this  description  requires,  first,  that  the  force  should  be  applied  pri- 
marily in  the  axis  of  the  long  diameter ;  second,  that  the  traction 
shall,  at  the  same  time,  be  downward  and  backward ;  and  third, 
that  it  shall  finally  raise  or  lift  the  body  off  of  the  floor  of  the 
perineum  in  order  to  avoid  the  damage  of  a  direct  pull  upon  its 
structures.  In  order  to  accomplish  this,  apparently  impossible, 
result  by  one  constant  force,  not  only  the  canal  is  to  be  considered 
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in  relation  with  the  force,  but  also  the  body  to  be  moved  through 
it.  It  is  evident  that  the  most  favorable  position  at  which  to  apply 
the  force  must  be  as  near  the  centre  as  possible,  for  the  nearer  the 
centre  it  is  acted  upon  the  more  nearly  equal  will  be  the  radii  of 
curvature  as  it  rotates. 

It  is  evident  that  if  these  conditions  can  be  supplied,  only  one  is 
left  for  consideration,  to  wit,  the  necessary  freedom  of  lateral  vari- 
ation, which,  as  has  been  before  insisted,  it  is  impossible  to  obtain 
in  simple  manual  attempt  at  axis-traction. 

First,  then,  to  apply  the  force  in  the  axis  of  the  superior  strait. 
This  is  to  be  accomplished  by  a  compensating  device  attached  as  near 
as  possible  to  the  centre  of  the  blade  of  the  forceps;  the  nearer  this 


Fig.  5. 


Simpson's  modification  of  Tarnier's  forceps. 


attachment  the  more  nearly  will  the  centre  of  the  child's  head,  the 
centre  of  the  pelvic  cavity,  and  the  point  of  application  of  the  force 
be  at  the  same  point,  and  the  less  of  the  force  wasted  in  resolution. 
The  next  desideratum  is  that  the  compensating  rod  or  cords  shall 
bear  such  a  relation  to  the  forceps  that  when  force  is  applied  to  its 
handle  that  force  shall  be  resolved  into  two  parts,  one  of  which  shall 
act  downward,  while  the  other  produces  a  revolution  backward  along 
the  posterior  wall  of  the  canal.  At  the  same  time  the  handles  of  the 
forceps  are  rising,  as  the  blades  with  the  enclasped  head  are  sinking 
down  upon  the  pelvic  floor.  Now,  as  the  relative  position  of  the 
traction-rod  and  the  handles  of  the  instrument  is  still  the  same, 
and  the  force  is  still  applied  to  the  same  point  of  the  blades,  the 
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point  of  application  of  the  force  alone  having  changed  with  the 
constantly-shifting  position  of  the  head,  it  is  evident  that  the  trac- 
tion, relatively  the  same  upon  the  forceps,  must  vary  in  its  effect 
upon  the  fetal  head  with  its  position,  and  that  now  the  traction, 
which  at  first  brought  the  head  down  upon  the  perineum,  will,  as 
it  is  continued,  raise  the  head  from  the  floor  of  the  pelvis  and  bring 
it  under  the  arch  of  the  pubis.  In  other  words,  the  diagonals  of 
the  applied  force  form  the  curve  representing  the  pelvic  axis.  The 
motion  of  a  body  in  a  circular  path  is  explained  by  the  same  law. 
What  is  here  explained  by  the  parallelogram  of  forces  is  also  capa- 
ble of  direct  mathematical  demonstration.1  These,  then,  are  the 
principles  upon  which  axis-traction  rests  its  claims  for  recognition 


Fig.  6. 


Lusk's  modification  of  Tarnier's  forceps. 


as  the  foundation  of  all  instrumental  obstetrics.  One  other  point 
remains  to  be  considered :  the  variation  in  motion  on  the  lateral 
planes  of  the  pelvis.  This,  it  must  be  held  in  mind,  is  to  be  per- 
mitted, and  to  this  end  must  the  traction-rods  be  constructed.  It 
is  evident  that  during  the  motion  of  the  head  downward  it  will 
move  laterally  in  the  line  of  the  least  resistance.  This  must  be 
considered  the  passive  result  of  traction  in  the  principal  axis.  The 
more  easily  such  motion  is  permitted  the  more  nearly  will  any 
instrument  approach  perfect  traction. 

Of  the  many  attempts  to  accomplish  axis-traction,  the  instrument 
in  which  all  of  Tarnier's  various  efforts  have  culminated,  or  as  it  has 
been  modified  by  those  who  have  accepted  his  idea,  is  perhaps  best 


1  Tarnier:  "  Description  de3  deux  nouveaux  Forceps.    Paris,  1877. 
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known.  Foremost  among  the  modifications  are  those  of  Simpson 
(Fig.  4)  and  Lusk  (Fig.  6).  By  many  Tarnier  is  regarded  as  the 
inventor  of  axis-traction,  as  he  is  indeed  styled  by  Lusk.  This  is, 
however,  erroneous,  and,  for  the  purpose  of  more  fully  illustrating 

Fig.  7. 


Hubert's  forceps,  first  form. 


the  subject,  the  inventions  of  several  who  preceded  him  are  here 
shown  :  those  of  Hermann,  of  Berne,  in  1844;  Hubert,  in  1860; 
Hartmann,  in  1870  ;  Morales,  about  the  same  period.  That  of 
Hubert  ^&  was  invented  in  1877,  the  time  at  which  Tanner's  first 
design  made  its  appearance. 


Fig.  8. 


Hubert's  forceps,  second  form,  applied  at  the  superior  strait. 
SP  sacro-pubic  diameter;  A  B  axis  of  superior  strait;  A  inline  of  traction  upon  the 
handles  of  the  forceps ;  C  traction-rod  ,  A  D  M N  equals  parallelogram  of  forces. 

Hermann's  forceps  has  both  pelvic  and  perineal  curvature.  It  is 
characterized  by  the  "  traction  "  attachment,  varied  in  its  applica- 
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tiou  according  as  the  head  is  above  or  below  the  superior  strait. 
It  does  not  fill  all  the  indications  of  axis-traction — nor  of  the 
Tarnier  instrument — chiefly  in  that  it  does  not  permit  all  the 
required  movements  of  rotation.  Its  failure  is  common  with  all 
other  instruments  iu  which  traction  and  pressure  are  made  at  the 
same  point  of  the  forceps.    (Figs.  1  and  2.) 

Hubert,  of  Louvaiu,  in  1860  modified  the  then  existing  forceps 
by  introducing  a  compensative  traction-bar  as  a  part  of  the  handle 
of  the  forceps  (see  Fig.  7),  and  directed  from  before  back  toward 
the  axis  of  the  superior  strait,  so  that  traction,  when  applied,  would 

Fio.  9. 


ITartmann's  forceps. 


be  in  a  line  parallel  to  the  anterior  wall  of  the  pelvis  and  in  the 
axis  of  the  superior  strait.  This  instrument  was  replaced  by  a 
second  form  (Fig.  8),  in  which  the  traction-rod  is  applied  as  there 
shown.  Traction  made  at  its  extremity  is  in  the  line  of  the  axis 
of  the  superior  strait,  but  while  approximate  axis-traction  is  made 
by  such  an  appliance,  as  Tarnier  has  shown,  the  instrument  fails  in 
compelling  traction  to  be  made  at  the  extremity  of  the  long  arm  of 
the  lever,  and  in  failure  also  to  regulate  the  force  of  compression 
upon  the  fetal  head — an  indication  already  referred  to.  As  in  all 
instruments  of  this  variety,  no  freedom  is  allowed  the  fetal  head  to 
permit  lateral  rotation. 
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Hartmann,  iu  1870,  modified  Hubert's  (phe)  idea  by  placing  the 
compensating-rod  above  instead  of  below  the  articulation  of  the 
forceps  to  which  it  is  adapted  (see  Fig.  9).  When  the  rod  ad  is 
applied,  and  pressure  is  made  directly  upon  it  in  the  line  e  e,  the 
force  exerted  upon  the  fetal  head  will  be  in  the  line  i  i.  Traction 
upon  the  forceps  being  constant  in  its  axis  //,  the  resultant  of 
the  two  forces  will  be  in  the  line//.  If  pressure  is  made  upon  the 
rod  in  the  line  m  m' ,  the  head  is  directed  in  the  line  u  u,  and  the 
extraction  force  still  made  on  //  in  the  axis  of  the  instrument,  the 
resultant  or  diagonal  of  the  parallelogram  of  forces  must  be  in  the 
line/p. 

Again,  if  force  is  exerted  upon  the  bar  along  the  line  dff",  the 
traction  remaining  as  before,  the  diagonal-resultant  in  which  the 
head  tends  to  descend  will  be  in  the  Ymefk.  It  is  easily  seen  that, 
the  traction-force  remaining  constant,  the  direction  taken  by  the 


Fig.  10. 


Morales's  forceps. 

head  must  vary  according  to  the  direction  of  the  force  applied  to 
the  rod  a  d. 

The  essential  features  of  the  forceps  of  Morales  (see  Fig.  10)  are  : 
A  handle  combiuing  a  curve  with  a  straight  line  whose  axis  is  that 
of  the  blades  :  C B  axis  of  the  blades  ;  D  M  real  axis  of  the  blades  ; 
H R  height  of  instrument;  SUP  curved  portion  of  handle; 
PB  handle;  A  centre  of  head  (supposed).  This  form  of  instru- 
ment, as  will  be  seen  by  the  curvature  in  the  handle,  must  protect 
the  perineum.  The  real  axis  of  the  instrument  (Z>  M)  does  not, 
however,  coincide  with  the  line  of  traction  by  the  handle  P  B,  and 
there  is  no  true  compensative  traction. 

Again,  traction  is  made  far  from  the  fetal  head,  and  at  the  long, 
arm  of  the  lever,  and  hence  there  is  not  allowed  the  freedom  of 
movement  necessary  for  unimpeded  lateral  rotation. 

It  is  interesting  here  to  mention  the  forceps  of  Hubert  (fils),  an 
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instrument  with  parallel  blades,  which,  though  invented  in  1877, 
had  never  been,  up  to  1883,  applied  in  a  test-case. 


Fig.  11. 


Poullet's  forceps. 


To  the  more  complex  instruments  for  obtaining  axis-traction  I 
shall  not  here  call  attention.  One  of  the  simplest — and  the  one 
which,  to  my  mind,  most  perfectly  fulfils  all  of  the  conditions 
required  in  axis-traction — is  that  devised  by  Poullet,  of  Lyons. 
Strange  to  say,  the  instrument  has  but  lately  found  place  in  the 


Fig.  12. 


Tarnier  forceps,  first  form. 


permanent  literature  of  obstetrics.  It  will  at  once  be  seen  (Fig.  11) 
that  the  principle  upon  which  it  is  constructed  is  identical  with  that 
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of  Tarnier's.  The  means  for  accomplishing  the  axis-traction  effect 
are  markedly  different.  The  traction  device  of  the  Tarnier  instru- 
ment is  metallic,  while  that  of  the  Poullet  is  a  combination  of  tapes 
with  a  swivel  and  metallic  rod  bent  at  an  obtuse  angle  of  a  little 
more  than  ninety  degrees.  The  method  of  making  traction  is  seen 
in  Fig.  14. 

In  the  Tarnier  the  traction  is  applied  approximately  (Fig.  13)  at 
the  heel  of  the  blade1 ;  in  the  Poullet  the  ribbons  pass  through  perfora- 
tions in  the  centre  of  the  blade  on  either  side  of  the  fenestruin,  while 
before  they  are  attached  to  the  swivel  on  the  traction-rod,  these  tapes 
are  made  to  pass  through  an  eye  at  the  extremity  of  the  rod,  thus 


Fig.  13. 


Tarnier  forceps,  last  form. 


bringing  the  traction  force  directly  in  the  centre  of  the  vaginal  canal, 
and  immediately  in  relation  with  the  fetal  head.  Furthermore,  in  the 
Tarnier  instrument  the  forceps  are  kept  in  relation  with  the  fetal  head 
by  a  compression-screw,  while  in  the  Poullet  instrument  the  simple 
traction  effort,  being  expended  centrally  (Fig.  10,  A)  and,  therefore, 
falling  inside  of  the  blade,  adjusts  the  forceps  to  the  fetal  head 
by  a  force  entirely  dependent  upon  the  traction  necessary  to  move  it 
along  the  pelvic  canal.  In  all  these  particulars,  it  must  be  con- 
fessed that  it  more  nearly  approaches  the  ideal  axis-traction  than 

1  In  his  latest  improvement,  Tarnier  has  made  the  attachment  of  the  traction- 
rods  to  the  blades  by  a  detachable  French  joint.  The  force  is  thereby  applied  nearer 
the  centre  of  the  blade. 
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any  other  instrument.  The  pliability  of  the  tapes,  at  the  same 
time,  permits  the  utmost  freedom  of  revolution,  and  offers  not  the 

Fig.  14. 


Method  of  making  traction  by  the  Tarnier  or  Poullet  instrument. 


Fig.  15. 


The  Breus  forceps. 
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least  resistance  to  the  lateral  rotation  above  referred  to.  The 
handles  of  the  instrument  afford  an  exact  index  of  the  direction  in 
which  the  head  is  laterally  inclined  to  move.1  The  idea  of  traction 
by  tapes  is  adopted  from  Chassagny  and  Laroyenne,  who, 
however,  made  no  use  of  a  separate  traction-rod.  Chassagny's 
traction  apparatus  is  too  complicated  for  general  acceptance.  I 
shall,  finally,  refer  to  the  traction  instrument  of  Breus,  which  is  in 
high  repute  among  the  German  obstetricians.  It,  however — as  is 
evident  from  its  construction — does  not  fulfil  the  various  conditions 
demanded  by  the  axis-traction  principle  so  well  as  either  of  the 
instruments  just  described,  especially  so  far  as  permitting  lateral 
deviation  and  the  central  application  of  the  force. 

Having  advanced  theoretically  the  requirements  for  instrumental 
delivery  through  the  curved  pelvic  canal,  it  will  be  seen  that  such 
demands  are  fulfilled  mathematically  by  the  axis-traction  principle, 
and  are  mechanically  possible,  except  so  far  as  lateral  deviations  are 
concerned.  Even  here  it  is  evident  in  practice  that  these  occur 
incidentally  with  downward  traction.  That  perfect  axis-traction  is 
not  possible,  is  no  argument  against  the  adoption  of  the  principle, 
which  is  theoretically  correct,  and  which  approaches  most  accurately 
the  normal  mechanism  of  labor,  and  even  possibly  excels  it  in  the 
lifting  effects,  whereby  the  head  is  raised  from  the  pelvic  floor 
under  the  pubic  arch.  Whatever  arguments  that  have  been 
advanced  to  prove  that  manual  axis-traction  is  practically  possible 
cannot  stand  successfully  the  test  of  exact  demonstration,  if  for  no 
other  reason  than  that  muscular  force  unaided,  cannot  successfully 
at  a  mechanical  disadvantage  accomplish  its  own  resolution  into 
effective  lines. 

Arrived  at  this  point,  we  may  fairly  summarize  the  peculiar 
advantages  afforded  by  the  axis-traction  principle  : 

1.  It  permits  the  application  of  the  forceps  at  the  superior  strait, 
without  reference  to  the  position  of  the  fetal  head,  inasmuch  as, 
owing  to  the  freedom  of  lateral  movement  and  of  rotation,  the  head 
is  brought  into  the  canal,  and  permitted  to  take  the  position  most 
favorable  for  rotation.  I  have  seen  the  position  of  the  blades 
actually  reversed  at  delivery,  owing  to  actual  rotation,  and  this 
without  damage  to  the  maternal  tissues  or  fetal  head. 


1  See  discussion. 
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2.  In  cases  where  the  head  is  obstructed  at  the  inferior  strait, 
and  where  the  perineum  is  most  likely  to  suffer,  the  axis-traction 
principle,  by  lifting  the  head  off  the  perineum  and  under  the  pubic 
arch,  will  save  lacerations  that  are  ordinarily  promoted  by  the  use 
of  the  short  or  the  common  long  forceps ;  in  other  words,  the  axis- 
traction  forceps  offers  the  best  possible  means  of  protecting  the 
perineum,  either  where  the  obstruction  is  due  to  rigidity  of  the  soft 
parts,  or  to  contracted  pelvis. 


Fin.  1(5. 


Axis-traction  applied  to  the  breech.  (Lusk.) 


3.  In  contracted  pelves,  the  more  exact  regulation,  both  of  pres- 
sure and  traction  effort,  must  save  many  children,  and  protect  the 
mother,  in  many  cases,  from  serious  harm. 

4.  In  breech  presentations,  especially  with  the  Poullet  instru- 
ment, in  which  the  pressure  upon  the  child  is  measured  entirely  by 
the  resistance  to  axial  movement,  the  application  of  the  forceps  may 
be  safely  attempted  without  fear  of  crushing  the  pelvis  (Fig.  16). 

5.  At  all  positions  along  the  pelvic  canal  where  forceps  are 
demanded,  the  axis-traction  instrument  affords  the  safest  and  most 
scientific  aid  to  delivery. 
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This  is  true  in  all  cases,  both  where  the  forceps  is  employed 
for  the  safety  of  mother  and  child,  and  where,  after  the  death  of 
the  child  when  craniotomy  is  performed,  it  is  desirable  that  labor 
shall  be  speedily  and  harmlessly  terminated. 

In  conclusion,  it  is  worth  while  to  impress  upon  the  minds  of  all 
that  no  matter  what  the  forceps  is  to  which  the  obstetrician  has 
become  accustomed,  the  axis-traction  principle  maybe  applied  to  it. 
The  Poullet  tapes  and  traction-rod  are  the  most  easily  adjusted  of 


Fig.  17. 


Forceps,  with  tapes  for  traction.  (Tarnier.) 


all  the  various  designs,  and  are  much  more  efficient.  The  ordinary 
metallic  devices  to  be  attached  to  the  shank  of  any  and  all  instru- 
ments may,  I  believe,  be  fairly  called  imperfect,  and  only  approxi- 
mate what  may  be  obtained  by  the  Poullet  device,  and  cannot  help 
being  unsatisfactory. 

If  the  entire  Poullet  idea  be  not  adopted,  the  Tarnier  principle 
(Fig.  17)  of  introducing  tapes  into  the  fenestra  of  the  blades,  as 
here  shown,  may  be  combined  with  the  Poullet  traction-rod,  and  an 
inexpensive  and  very  efficient  traction  device  obtained.     Such  an 
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arrangement  removes  the  objection  of  cost  formerly  urged  against 
traction  instruments,  and  also  that  of  complexity,  which  favors 
the  accumulation  of  dirt  in  their  joints. 


DISCUSSION. 

Dr.  E.  P.  Bernardy,  of  Philadelphia. — I  came  here  to  listen  and 
did  not  anticipate  being  called  upon.  Dr.  Joseph  Hoffman  has  so 
thoroughly  covered  the  ground  that  he  has  left  very  little  to  say. 

In  regard  to  the  action  of  the  ordinary  forceps,  its  imperfection  in 
high  cases,  that  is  when  the  head  is  high  up,  has  long  been  recognized. 
I  believe  the  first  attempt  to  correct  the  deficiency,  in  America,  was 
made  by  Dr.  Bethel  (1853),  then  by  Dr.  R.  A.  Cleemann  (1878),  both 
of  Philadelphia. 

In  the  ordinary  forceps  application  in  high  cases,  the  forceps,  to  make 
proper  traction,  must  be  pushed  so  far  back  that  the  perineum  is  badly 
bruised,  and  by  the  time  the  head  is  about  to  make  its  exit,  the  peri- 
neum is  in  no  condition  to  resist  the  expansion  necessary  to  allow  the 
expulsion  of  the  head,  and  rupture  takes  place.  Another  point :  when 
we  make  traction,  we  instinctively  make  strong  pressure  on  the  handles 
of  the  instrument,  an  amount  of  pressure  not  easily  estimated.  The 
mortality  to  the  child  in  easy  or  ordinary  instrumental  deliveries  is 
about  three  per  cent. ;  this  percentage  must  certainly  be  increased  in 
difficult  labors. 

The  axis-traction  forceps  does  away  with  the  two  main  objections 
of  the  ordinary  forcep  ;  first,  by  the  construction  of  the  traction-rod 
the  perineum  is  not  interfered  with ;  secondly,  the  traction  is  made 
downward,  backward,  and  forward,  the  head  rotating  of  itself,  for  while 
the  head  is  held  firmly  in  the  blades,  no  undue  pressure  is  made. 
After  the  forceps  have  been  locked  the  handles  should  not  be  touched, 
traction  being  made  by  the  rod. 

It  is  really  surprising  how  quickly  a  head  can  be  made  to  descend, 
and  the  small  amount  of  strength  expended. 

I  rarely  apply  any  but  axis  traction  forceps  in  high  and  difficult 
cases.  I  am  satisfied  that  I  obtained  better  results  both  to  mother  and 
child  than  by  the  ordinary  forceps. 

Dr.  William  Wotkyns  Seymour,  of  Troy. — At  a  previous  meet- 
ing I  read  the  teaching  of  my  father  in  regard  to  the  necessity  of 
recognizing  three  planes  in  the  pelvis  instead  of  two.  I  think  it  is  on 
the  recognition  of  those  planes  that  the  actual  scientific  basis  of  the 
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axis-traction  forceps  depends.  I  will  explain  by  diagram  what  I 
mean.1 

Dr.  Joseph  Price,  of  Philadelphia. — This  is  a  subject  I  have  been 
very  considerably  interested  in  for  some  vears.  If  Mr.  Tait  had 
taught  some  years  ago  what  he  teaches  now  we  would  give  him  some 
little  consideration.  We  are  not  now  ready  to  make  supra-vaginal 
amputation  unless  there  is  some  specific  reason  for  it.  We  might  applv 
to  him  what  he  said  of  Mr.  Barnes  :  "  His  suggestion  is  simplv  ghastlv." 
I  value  the  axis-traction  principle  greatly,  and  value  chiefly  the  Tar- 
nier  principle.  The  primary  Tarnier  principle  has  never  been  im- 
proved upon  very  much.  You  cannot  lift  an  impacted  head  with  that 
ease  and  readiness  with  any  other  forceps,  L  e.,  one  not  possessing  the 
traction  principle.  True,  the  Tarnier  forceps  is  a  clumsy  instrument, 
and  like  all  the  French  forceps  in  respect  to  compression — thev  are 
nearly  all  compressors.  Again,  the  angulation  is  bad — it  is  not  that  of 
the  American  or  English  forceps ;  but  the  traction  principle  is  of  para- 
mount importance. 

The  Simpson  forceps  with  the  Tarnier  principle  is,  in  mv  opinion, 
the  best  in  use;  it  is  simple  and  easy  of  application,  and  not  a  com- 
pressor. The  Simpson  forceps  makes  the  least  compression  of  all 
forceps.  Some  six  years  ago,  I  commenced  to  use  this  forceps  which 
I  have  here,  and  have  used  it  constantly.  I  rarely  try  anvthing  else, 
and  it  is  exceptional  now  to  deliver  a  still  child.  The  axis-traction 
principle  favors  extreme  flexion  and  extension,  and  lessens  the  sharplv- 
defined  pressure  on  the  soft  parts.  You  can  demonstrate  this  in  anv 
delivery. 

I  called  attention  this  morning  to  the  high  application  of  the  Taylor 
forceps.  Long  before  using  the  traction  forceps  I  used  the  Taylor 
forceps.  After  using  the  traction  forceps  awhile  I  thought  it  would  be 
of  use  to  apply  the  traction  principle  to  the  Taylor  forceps.  It  is  easy 
of  application  at  a  high  level,  and  the  principle  holds  good  with  a  long 
Taylor.  It  is  almost  impossible  to  do  any  mischief  in  the  cervix  or 
maternal  soft  parts  with  that  narrow-blade  forceps.  I  repeat,  I  con- 
sider the  axis-traction  a  life-saving  principle,  and  have  myself  saved 
many  children  such  as  I  used  to  lose  with  the  old  forceps.  I  scarcely 
consider  this  a  traction  principle,  this  German  forceps  which  I  hold  in 
my  hand.  The  German  hatred  of  the  French,  of  course,  led  to  the 
invention  of  this  instrument. 

Dr.  Hoffman,  closing  the  discussion. — I  had  hoped  there  would  be 
more  discussion  of  the  subject,  because  it  is  one  of  a  great  deal  of  im- 

1  See  pp.  79,  S3,  and  86,  vol.  ii.  Transactions,  1889.  . 
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portance.  The  fact  that  I  have  tried  to  impress  is,  that  there  is  no 
forceps  here  exhibited — apart  from  the  axis-traction  principle — that  is 
not  faulty.  With  these  a  young  man  understanding  their  principles 
and  application  can  do  more  than  an  experienced  accoucheur  with  the 
old  style.  Not  to  say  that  the  young  man's  judgment  will  be  as  good  as 
that  of  the  older  man,  or  his  knowledge  of  the  subject  and  statistics 
and  general  principles  of  obstetrics ;  but,  acting  upon  the  mechanical 
principle  here  utilized  by  these  forceps,  he  must  do  more  effective  work 
than  any  man  who  refuses  to  use  them.  There  is  urgent  necessity  for 
widespread  instruction  in  the  merits  of  these  forceps.  I  never  saw  a 
pair  of  axis-traction  forceps  until  I  got  out  of  medical  school,  nor  heard 
them  referred  to  or  described.  I  have  called  atttention  to  the  Bethel 
forceps,  described  in  the  American  Journal  of  the  Medical  Sciences  of 
1853.  You  will  see  that  in  the  hands  of  an  ordinary  obstetrician  that 
instrument  could  not  help  but  be  murderous.  It  is  intended  to  be 
used  with  the  manipulation  advocated  by  Smith,  and  by  the  axis- 
traction  attachment  its  danger  will  be  entirely  obviated,  and  there 
is  no  doubt  that  in  a  certain  class  of  cases  it  can  be  made  very 
useful.  I  have  in  my  pocket  a  note  from  a  gentleman  whom  I 
induced  to  purchase  a  pair  of  axis-traction  forceps.  He  lately  deliv- 
ered a  woman  upon  whom,  two  years  ago,  he  pulled  for  ninety  minutes 
with  the  Wallace  forceps,  and  in  an  exactly  similar  position  he  deliv- 
ered her  this  time  in  fifteen,  without  any  effort,  or  exhausting  himself 
or  his  patient.  Dr.  Price  refers  to  the  traction  power  of  the  Simpson 
forceps.  There  is  no  doubt  that  it  is  an  excellent  instrument,  but 
to  say  it  has  less  compression  power  than  any  other  forceps  is,  I 
think,  wrong.  I  demonstrated  that  this  forceps  (the  Poullet)  has 
only  the  compression-force  needed  to  perform  traction.  The  Simpson 
may  have  as  little  compression,  but  no  forceps  can  have  less  than 
this. 

Charpentier's  estimate  of  the  Poullet  instrument  seems  to  lack  appre- 
ciation of  the  principle  which  it  tends  to  act  upon,  and  his  criticism 
shows  a  non-appreciation  of  the  fact  that  the  force  of  compression 
cannot  be  greater  than  the  force  of  traction,  or,  rather,  is  proportionate 
to  it. 

Hence,  when  he  says  the  instrument  cannot  slip,  because  the  com- 
pression force  upon  the  fetal  head  is  much  greater  than  in  the  Tarnier 
instrument,  he  errs  in  two  respects.  First,  because,  like  all  other 
forceps,  the  Poullet  does  occasionally  slip  ;  and,  secondly,  its  pressure- 
force,  if  traction  be  made  on  the  tapes  alone,  cannot  be  greater  than 
in  the  Tarnier,  which  is  adjusted  upon  the  fetal  head  by  a  compressing 
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screw.  The  pressure-force  with  the  Tarnier  principle  must  vary 
according  to  the  forceps  to  which  it  is  applied.  The  variation  of  pres- 
sure with  the  Poullet  principle  is,  in  every  case,  according  to  the 
resistance  (see  Fig.  11,  .4). 

Charpentier's  estimate  of  the  Tarnier  forceps  is  also  so  evidently 
prejudiced  and  warped  that  it  loses  much  of  its  force  and  ceases  to  be 
valuable.  When  he  says,  "  It  is  an  instrument  purely  theoretical, 
which,  I  am  sure,  will  be  sooner  or  later  abandoned,  even  by  Bailly, 
who  now  defends  it  so  forcibly,"  he  places  it,  and  especially  the  prin- 
ciple which  it  represents,  at  an  estimate  entirely  too  low,  and  loses 
sight  of  the  fact  that  there  must  always  be  a  matter  of  "  personal 
equation  "  in  the  choice  of  forceps,  and  that  the  question  of  modifica- 
tion is  more  a  matter  of  individual  choice  than  of  actual  necessity.  So 
far  as  the  writer  himself  is  concerned,  he  unhesitatingly  prefers  the 
Poullet  principle  with  the  Levret  blade  to  the  Tarnier  forceps,  but 
he  does  so  without  a  word  of  disparagement  of  the  latter  instrument. 
As  you  have  just  heard,  Dr.  Price  just  as  warmly  champions  the 
Simpson  forceps  with  the  Tarnier  attachment. 

The  liability  of  the  tapes  in  the  Poullet  instrument  to  break  is  a  real 
disadvantage,  but  by  steady  traction  and  the  avoidance  of  sawing  motion 
this  can  be  so  far  obviated  as  to  be  in  a  great  measure  negatived. 

The  criticism  against  the  Tarnier  instrument,  that  it  gives  to  the 
ignorant  obstetrician  a  sense  of  false  security,  must  apply  to  any  other 
instrument,  whose  principles  must  be  understood  before  it  can  be 
expected  to  yield  the  best  results.  It  is  not  expected  that  it  or  any 
other  traction  forceps  can  work  miracles,  and  the  accoucheur  who 
looks  for  such  must  be  disappointed  and  fail. 

Opponents  of  the  Tarnier  instrument  of  the  latest  form  decide  against 
it  as  both  failing  to  give  accurate  indication  of  the  lateral  deviation  of 
the  fetal  head,  and  when  traction  is  made  at  or  above  the  superior 
strait.  That  it  gives  absolutely  exact  indications  for  traction,  I  think 
cannot  be  maintained,  but  that  it  approximately  yields  such  informa- 
tion I  think  sufficient  reason  for  employing  it  in  preference  to  an 
instrument  which  yields  no  indication  at  all. 

Herein  lies  the  superiority  of  the  Poullet  instrument,  which,  by 
reason  of  the  freedom  of  motion  afforded  by  the  tapes — a  point  to 
which  I  referred  in  the  paper  proper — affords  an  almost  absolute  indi- 
cation of  any  lateral  change  in  the  rotation  of  the  head,  and  offers  no 
opposition  whatever  to  such  rotation. 

As  will  be  readily  seen  by  the  accompanying  diagrams,  traction  can 
be  made  continuously  downward  by  direct  traction,  while  the  head 
with  the  forceps  revolves  in  any  direction  to  any  extent. 
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and  the  corresponding  variation  in  the  position  of  the  forceps,  thus 
indicating  the  path  the  head  by  its  rotation  is  seeking  to  follow. 
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Fig.  21  shows  a  revolution  of  the  fetal  head  through  an  arc  of 
ninety  degrees,  while  the  traction,  as  will  be  seen,  is  still  downward  and 
in  the  axis  of  the  pelvis. 

It  will  be  interesting  to  study  for  a  moment  the  principle  of  both 
the  Tarnier  and  Poullet  instruments,  so  far  as  they  combine  the  ideas 
of  some  of  the  other  forms  above  described.  Tarnier's  idea  combines 
the  traction-rod  of  Hermann,  with  the  curve  of  Hubert's  instrument, 
together  with  Chassagny's  plan  of  employing  traction  ribbons — replaced, 
however,  by  rods. 

Poullet,  in  his  instrument,  has  sought  to  utilize  the  tapes  of  Chas- 
sagny,  at  the  centre  of  the  blades,  while  the  traction-rod  also  conforms 


with  that  of  Hubert,  and  the  transverse  bar  upon  which  traction  is 
directly  made  is  borrowed  from  Tarnier. 

The  method  of  procedure  after  the  head  has  reached  the  vulvar 
orifice  is  pictured  below. 

The  question  is  often  asked,  Are  not  the  indications  for  the  appli- 
cation of  the  axis-traction  principle  few  ?  The  answer  is,  that  with 
the  advantages  it  possesses,  as  detailed  throughout  this  paper  and  in 
the  conclusions  therein  reached,  the  principle  is  to  be  applied  wherever 
the  forceps  are  demanded.  The  instrumental  correction  of  dystocic 
variations  of  position  are  better  corrected  by  its  application,  we 
believe,  than  by  any  other  method.  Manual  correction  of  such 
variations  is  unnecessarily  rough,  and  correspondingly  less  likely  to  be 
exact  and  more  likely  to  be  protracted. 


Fig.  21. 
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It  is  evident  from  Fig.  21  that  the  Poullet  traction-principle  at 
least,  permits  also  the  application  of  the  forceps  in  any  position, 
not  restricting  them  to  the  sides  of  the  pelvis,  so  that  the  objection, 
that  by  the  traction  principle  the  use  of  the  forceps  as  compressors  is 
limited,  does  not  obtain. 


Fig.  22. 


Showing  method  of  delivery  of  the  head  without  the  traction  tapes. 

A  word,  in  conclusion,  as  to  the  Breus  instrument.  I  wish  to  com- 
pare it  especially  with  the  forceps  of  Carl  Braun,  which  it  resembles 
in  all  essential  particulars,  without  some  of  its  apparent  advantages 
so  far  as  cleanliness  is  concerned. 

As  will  be  readily  seen,  both  instruments  must  fail  in  the  high  appli- 
cation, when  Braun's  practice  is  to  resort  to  the  Tarnier,  Simpson's 
modification.    Two  apparent  advantages  possessed  by  the  Breus  are  its 
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lightness  and  the  possibility  of  its  being  applied  in  oblique  positions, 
owing  to  the  joint  in  the  blades,  which  allows  the  locking  of  the  instru- 
ment when  they  are  not  parallel.  Neither  instrument,  however,  fulfils 
the  complete  idea  of  axis-traction,  and  one  can  only  wonder  at  the 
prominence  given  the  latter  instrument  by  Winckel,  in  his  latest  edition, 
to  the  almost  entire  exclusion  of  all  other  traction  forceps. 


Fm.  23. 


Karl  Braun's  forceps. 


In  conclusion,  I  would  urge  that  a  fair  trial  be  made  by  all  obste- 
tricians of  the  axis-traction  principle.  Many  arguments  have  been 
made,  both  against  its  necessity  and  the  correctness  of  its  theory, 
only  to  be  refuted  and  retracted,  for  the  most  part,  by  the  objectors 
when  practice  had  taught  them  their  error. 


THE  VECTIS : 
A  USEFUL,  BUT  FORGOTTEN  INSTRUMENT. 


By  WILLIAM  WOTKYNS  SEYMOUR,  M.D., 

TROY,  N.  Y. 


The  excellent  history  of  the  vectis  in  Ramsbotham's  Midwifery 
would  seem  to  prove  that  to  the  Chamberlens  was  due  the  inven- 
tion of  the  vectis  as  well  as  the  forceps,  and  that  to  Roouhuysen  its 
use  was  imparted,  probably,  "  for  a  consideration  "  during  the  visit 
of  Hugh  Chamberlen  to  Holland.  The  vectis  or  lever  of  Chamber- 
len  was  shaped  very  like  the  single  blade  of  his  forceps,  but  without 
a  fenestra.  That  of  Roonhuysen  is  commonly  represented  as  a 
flat  piece  of  metal  with  a  short  arc  of  a  large  circle  impressed  upon 
the  extremities.  Among  the  Dutch  practitioners  the  instrument 
gained  great  popularity  at  a  time  when  the  forceps  were  as  yet  to 
them  unknown,  and  it  was  vaunted  as  an  instrument  equal  to  all 
the  difficulties  of  delayed  labor.  It  underwent  the  usual  number  of 
modifications,  but  all  seemed  to  find  its  efficiency  in  its  employ- 
ment as  a  lever  of  the  first  class,  and  so  most  of  the  early  modi- 
fications aimed,  not  to  increase  its  powers  as  a  tractor,  but  as  a 
true  lever.  When  the  forceps  became  known  its  votaries  claimed 
for  it  all  which  the  vectis  could  accomplish,  with  the  added  advan- 
tage of  a  firmer  hold  on  the  head  and  vastly  greater  powers  of  trac- 
tion. The  advocates  of  the  vectis,  while  undoubtedly  showing  that 
it  had  a  really  useful  place  in  the  obstetric  armamentarium,  were  as 
intemperate  in  their  claims  for  its  general  utility,  some  even  claim- 
ing its  superiority  to  the  forceps  in  extraction.  The  result  was  that 
the  oi  TTo'/i/.ol  of  practitioners,  to  whom  the  niceties  of  diagnosis  and  a 
knowledge  of  the  normal  mechanism  was  an  unknown  quantity, 
discarded  entirely  the  vectis  and  employed  the  forceps  on  all  occa- 
sions. To  this  neglect  of  the  vectis  there  have  been  a  few  excep- 
tions at  all  times.    Chamberlen  and  Roonhuysen,  and  in  fact  most 
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of  their  successors,  employed  the  instrument  as  a  lever  of  the  first 
class,  making  a  fulcrum  of  the  mother's  parts,  and  thus  pried  the 
head  into  the  desired  position.  It  is  evident  to  any  thinking  man 
that  such  a  practice  would  lead  to  frequent  and  severe  injuries  of  the 
tissues  of  mother  and  child.  Peau,  in  1772,  to  do  away  with  this 
danger,  advised  that  after  introduction  the  shank  of  the  instrument 
should  be  grasped  by  the  left  hand  in  such  wise  that  the  outer 
border  of  the  little  finger  should  be  turned  toward  the  vulva,  and, 
making  this  hand  the  fulcrum,  traction  was  to  be  made  by  elevat- 
ing the  handle  with  the  right  hand,  thus  pressing  on  the  child's 
head.  Dease,  of  Dublin,  in  1783,  was  the  first  to  employ  it  as  a  lever 
of  the  third  class,  recommending  that  when  applied  to  the  head  the 
handle  should  be  grasped  with  one  hand  and  the  power  applied  to 
the  shank  with  the  other.  I  do  not  know  what  was  the  shape  of 
Dease's  vectis,  or  extractor  as  he  terms  it,  but  it  must  have  had  a 
far  stronger  curve  than  the  instrument  of  his  predecessors  or  even 
than  the  modern  forceps  blade.  With  either  the  earlier  vectis  or 
the  single  blade  of  the  modern  forceps,  which  latter  is  supposed  by 
the  opponents  of  the  vectis  to  be  equally  efficient,  it  is  impossible, 
by  reason  of  the  slight  cephalic  curve,  to  employ  them  iu  any  other 
way  than  the  wrong  one,  that  is  as  a  lever  of  the  first  class.  For  if 
employed  as  a  lever  of  the  third  class,  or  as  a  tractor,  the  curve  is 
so  slight  that  a  strong  hold  of  the  head  is  impossible  and  slipping 
is  inevitable.  The  opponents  of  the  vectis  have,  in  claiming  the 
practical  identity  of  a  blade  of  the  forceps  and  a  proper  vectis,  set 
up  a  man  of  straw,  which  of  course  has  easily  been  knocked  down, 
for  the  two  are  no  more  alike  than  a  shovel  and  an  excavator's 
spoon.  The  vectis  of  Hodge,  the  greatest  master  of  obstetrics  in 
its  mechanism  and  instrumentation,  had  a  strong  curve  which 
enabled  him  to  employ  it  in  its  proper  sphere,  not  only  without 
injury  to  mother  or  child,  but  to  their  positive  advantage.  This 
great  master  thus  clearly  defines  his  position  regarding  the  vectis : 

"  In  America  the  vectis  has  received  but  little  attention.  This 
neglect  has,  we  think,  been  very  unfortunate.  It  has  arisen  partly 
from  ignorance  of  the  mechanism  of  labor  in  the  various  presen- 
tations and  positions  of  the  child,  and  partly  from  the  want  of  a  due 
appreciation  of  the  respective  value  of  the  vectis  and  forceps,  and 
the  peculiar  circumstances  under  which  one  may  be  preferable  to 
the  other.    Although  one  may  be  frequently  substituted  for  the 
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other,  they  have  each  their  respective  spheres,  and  hence  are  applic- 
able to  different  cases  of  labor,  or  even  to  different  periods  of  the 
same  labor;  the  lever  altering  the  presentation  or  position  of  the 
head  preparatory  to  the  employment  of  the  forceps.  They  should 
not,  therefore,  be  considered  as  rivals,  but  as  coordinate  agents." 
And  later  he  says  of  the  vectis  : 

"Its  chief  value  is  to  alter  unfavorable  presentation  by  increas- 
ing flexion  of  the  head,  and  facilitating  rotation  in  those  cases  where 
manual  assistance  is  not  sufficient;  although  it  is  also  powerful  in 
promoting  descent  of  the  head,  especially  when  employed  as  a  lever. 
This  last  is  of  secondary  importance,  as  we  have  certainly  in  the 
forceps  a  far  more  efficient  agent  for  this  purpose." 

I  have  thus  quoted  Hodge  at  length  because  with  his  judicial 
mind  he  so  fairly  states  the  limitations  of  the  vectis's  use.  Also 
because  his  knowledge  of  the  mechanism  was,  as  shown  by  his 
great  work  on  the  mechanism,  so  intimate  that  in  his  teachings  he 
seems,  of  all  modern  authors  accessible  to  me,  to  teach  the  indica- 
tions for  its  use  in  the  clearest  and  most  scientific  manner.  Most 
of  the  German  teachers  discard  the  vectis  entirely,  regarding  the 
single  forceps  blade  as  entirely  adequate  to  all  its  indications. 
Thus  Wiener,  in  his  second  edition  of  Spiegelberg,  Lahn,  1882,  p. 
739,  says  of  the  vectis  : 

"  Er  ist  nicht  als  ein  Zangenblatt,  ein  iiberflussiges  Instrument ; 
unwirksam  weun  als  Zughebel,  gefahrlich  weun  als  Druck-hebel 
gebraucht."  (It  is  only  a  forceps  blade,  a  superfluous  instrument; 
inefficient  as  a  tractor,  dangerous  as  a  lever.) 

Fehling,  in  the  third  volume  of  Midler's  Handbuch  der  Cieburts- 
k'ulfe,  Stuttgart,  1889,  says  : 

"  Nachdem  wir  iu  der  Zangen  ein  Instrument  besitzeu,  das  weit 
grossere  Vortheile  hat  und  alle  Anforderungruntpricht,  schliessen 
wir  uns  mit  Recht  der  Ansicht  Killians  an  dass  der  Hebel  ein  voll- 
kommen  iiberflussiges  Instrument  est,  das  nur  noch  verdieut,  in 
einer  Sammlung  geschichtlich  bedeutungsvoller  Instrument  mit 
Achtuug  angeschaut  zu  werden."  (Now  that  we  possess  in  the 
forceps  an  instrument,  which  possesses  far  greater  advantages  and 
satisfies  all  demands,  we  rightly  adhere  to  the  opinion  of  Killian, 
that  the  vectis  is  an  entirely  superfluous  instrument,  which  only 
deserves  a  place  in  a  historical  collection  of  midwifery  instru- 
ments.) 
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These  two  works  may  be  taken  to  represent  fairly  modern  Ger- 
man teaching  regarding  this  instrument.    In  France  the  instru- 
ment does  not  seem  to  have  been  so  entirely  cast  aside,  for,  in  the 
French  edition  of  Naegele  and  Greuser,  translated  by  Aubenas, 
Paris,  1869,  whilst  the  German  authors  express  in  general  the 
belief  that  the  instrument  is  efficient  only  in  exciting  pains,  the 
translator,  Prof.  Aubenas,  says  in  his  note  on  this  subject,  that  in 
France  the  last  word  has  not  been  said,  citing  Stolz  as  declaring,  in 
]  826,  that  the  vectis  deserves  much  more  attention  than  is  now 
accorded  to  it,  and  that  when  one  has  used  it  more  frequently  he 
will  recognize  that  it  has  advantages  which  are  denied  to  it.  He 
mentions  Tarnier's  advocacy  of  the  vectis  in  1865,  likewise  Desor- 
meaux's  advantageous  use  of  the  instrument  when  the  application 
of  forceps  would  have  been  difficult.    Chailly  and  Honore  admit 
that  a  single  blade  of  the  forceps  used  as  a  vectis  can  be  advan- 
tageously employed  in  a  frontal  presentation,  to  depress  the  occi- 
put, and  so  correct  the  presentation ;  yet  in  the  case  of  faulty 
rota'tion  in  the  cavity  of  the  pelvis  in  which  they  recognize  that 
the  single  blade  used  as  a  vectis  can  complete  rotation  and  deter- 
mine expulsion  of  the  occiput  under  the  pubis,  they  prefer  the  for- 
ceps as  more  certain  and  less  injurious  to  the  mother.  Cazeaux 
regards  the  forceps  as  superior  in  every  respect  to  the  vectis.  Tar- 
nier,  however,  in  his  notes  to  Cazeaux  regards  as  very  unreasonable 
the  'indifference  of  the  French  to  an  instrument  which  is  in  such 
high  favor  among  the  Belgian  and  Dutch  obstetricians.    At  the 
same  time  Prof.  Tarnier  mentions  some  experiments  made  at  Paris 
in  1863,  in  association  with  Prof.  Fabri,  of  Bologna,  who  had 
published  a  paper  on  the  vectis.    In  these  experiments  a  cadaver 
was  employed  and  a  contraction  of  the  pelvis  imitated,  by  fixing  a 
plate  of  sheet  iron  upon  the  promontory  of  the  sacrum  and  a 
fetus  was  placed  as  though  it  presented  by  the  vertex.  Prof. 
Tarnier  applied  the  forceps,  but  was  unable  with  all  his  strength 
to  bring  the  head  into  the  cavity  of  the  pelvis.    Prof.  Fabri  then 
applied  the  vectis  and  immediately  brought  the  head  into  the  exca- 
vation.   The  experiment  was  repeated.    Tarnier  again  applied  the 
forceps  in  vain,  but  the  vectis  brought  down  the  head  with  wonder- 
ful ease.    Tarnier,  in  concluding  his  general  remarks  before  enter- 
ing on  the  discussion  of  the  employment  of  it  in  special  cases 
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implies  that  in  neglecting  the  vectis  we  lose  a  very  useful  instru- 
ment. 

In  his  3fanuale  di  Obstetrieia,  Naples,  1887,  Prof.  Ottario  Mori- 
sani,  says :  "  The  vectis  is  principally  indicated  to  correct  inclined 
positions  or  to  convert  presentations  of  the  face  into  those  of  the 
vertex,  or  to  assist  anterior  rotation  of  the  occiput  or  chin,  and  finally 
to  extract  the  head  delayed  at  the  superior  strait  of  a  contracted 
pelvis,  acting  in  such  case  as  a  true  instrument  of  traction." 

Prof.  Morisani's  comments  on  the  methods  of  application  show 
him  to  be  alive  to  the  advantages  of  the  instrument  in  correcting 
deviations  to  which  the  hand  is  inadequate  and  for  which  the  for- 
ceps is  not  suited.  Coming  to  the  English  obstetricians,  we  find 
that  Denman  thought  that  the  vectis  was  superior  in  all  things  to 
the  forceps,  whilst  Smellie  and  his  school  practically  ignored  the 
vectis.  Among  the  English  there  was  for  a  time  the  same  strife  as 
elsewhere  between  the  advocates  of  the  two  instruments,  but  the 
contest  resulted  in  a  very  decisive  victory  for  the  forceps,  and  the 
vectis  has  almost  disappeared  from  the  armamentarium  of  the 
prominent  English  teachers.  Burns,  to  be  sure,  recognizes  that  one 
can  do  excellent  work  in  correcting  malpositions  with  the  instru- 
ment, but  for  the  young  practitioner  he  recommends  the  forceps  as 
less  likely  to  do  harm,  and  appears  to  prefer  it  himself.  Barnes  in 
his  Obstetric  Operations  (New  York,  1870)  maintains  that  the  vec- 
tis is  a  true  lever,  and  illustrates  its  use  by  diagrams  representing  an 
anterior  position  with  the  head  partially  extended,  and  upon  the 
occipital  and  frontal  extremities  of  which  the  vectis  is  alternately 
applied  and  used  as  a  true  lever  until  rotation  is  completed  and  the 
occiput  is  brought  under  the  arch.  Iu  other  words,  he  forces  first 
one  end  of  the  head  down  and  then  the  other.  Such  a  use  of  the 
vectis  is  utterly  unscientific.  British  children  ought  to  thank  God 
that  all  mention  of  the  lever  is  omitted  from  his  last  work.  Those 
who  do  not  ignore  the  instrument  entirely  are  content  with  the  old 
fable  of  its  being  nothing  more  than  a  single  blade  of  a  forceps. 
The  same  is  true  of  all  the  later  American  writers,  although  Bard, 
Dewees,  Meigs,  and  Hodge,  employed  the  vectis.  And  to  Hodge 
we  owe  the  best  exposition  of  its  field  and  the  methods  of  its  em- 
ployment. 

Before  entering  upon  the  special  uses  of  the  vectis  it  is  desir- 
able to  define  my  idea  of  what  a  vectis  should  be.    To  begin 


84 


SEYMOUR, 


with,  it  should  in  my  opinion  never  be  used  as  a  lever  of  the  first 
class  to  pry  the  head  down  or  around  in  the  manner  mentioned  in 
Barnes ;  for  such  a  use  of  the  instrument  is  almost  certain  to  do 
injury  to  mother  or  child  or  both.  The  only  sense  in  which  it  can 
be  used  as  a  lever  of  the  first  class  is  after  the  manuer  of  Dease  or 
Burns,  where  the  hand  grasping  the  shank  is  employed  as  a  ful- 
crum better  to  oppose  the  head  when  making  traction.    That  is, 


Fig.  i. 


the  very  slight  lever  action  is  to  keep  the  lever  against  the  head 
and  not  pry  it  down  with  a  jimmy.  As  a  rule,  where  there  is 
much  power  needed  it  will  be  used  after  the  manner  of  Dease,  of 
Dublin,  in  which  the  hand  grasping  the  handle  is  the  fulcrum  and 
the  power  applied  by  the  hand  on  the  shank.  In  each  of  these  uses 
the  action  is  essentially  that  of  traction  upon  one  extremity  of  an 
equal-armed  lever  which  is  the  diameter  of  the  head  acted  upon. 
If  it  is  a  tractor,  as  I  maintain,  a  strong  cephalic  curve  is  necessary 
to  grasp  firmly  the  end  of  the  cephalic  lever  to  be  acted  upon,  and 
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it  is  owing  to  the  weakness  of  this  curve  in  the  usual  instruments 
that  the  vectis  has  been  discredited.  Inasmuch  as  the  occipital 
extremity  approximates  a  hemisphere  of  four  inches  in  diameter, 
and  it  is  upon  this  extremity  that  the  instrument  will  be  commonly 
applied,  the  cephalic  curve  ought  first  to  be  an  arc  of  a  circle  of 
four  inches  in  diameter,  and  since  it  is  to  be  used  as  a  tractor  this 
arc  ought  to  be  an  upper  quadrant  of  the  circle.  The  cephalic 
curve  should  join  the  shank  so  as  to  make  a  slightly  sigmoid  curve 
with  the  handle  in  order  to  permit  traction  in  a  direct  line  with  the 
upper  third  of  the  fenestra.  Such  au  instrument  is  shown  in  Figure 
1, 1 ;  a  form  as  yet  untried,  but  which  theoretically  ought  to  be  a 
powerful  tractor,  and  by  reason  of  the  sigmoid  curve  in  the  shank 
easy  of  introduction.    Figure  1,  2  is  taken  from  a  vectis  which  my 


Fig.  2.1 


father  has  had  many  years,  and  which  approximates  in  its  cepha- 
lic curve  Figure  1, 1,  its  arc  having  a  2  J  inch  radius.  But  by  com- 
parison with  Figure  1, 1,  it  can  be  seen  that  it  is  weaker  because  its 
curve  does  not  begin  at  the  vertical  diameter  of  the  circle.  Had 
No.  2  the  same  curve  as  No.  1,  its  straight  shank  would  greatly 
increase  its  difficulty  of  introduction.  In  Figure  1, 3  is  figured  a  vec- 
tis used  many  years  by  my  grandfather,  who  was  extremely  skilful 
in  its  use,  but  compared  with  Nos.  1  and  2  it  was  weak  by  reason  of 

1  Owing  to  the  skill  of  D.  W.  Kolbe  &  Son,  of  Arch  Street,  Philadelphia,  I  have  been 
able  to  obtain  an  instrument  figured  in  cuts  a  ad  b,  Fig.  2,  which  conforms  strictly  to 
my  ideas  of  a  perfect  vectis,  and,  in  the  only  case  in  which  I  have  found  its  use  indi- 
cated, showed  its  marked  advantage  over  other  forms  of  the  instrument. 
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its  disproportionately  large  arc  of  curvature,  a  radius  of  four  inches. 
With  this  instrument  ray  father  was  for  many  years  accustomed  to 
rectify  malpositions  and  to  assist  rotation  after  the  manner  taught 
by  Hodge.  If,  however,  we  compare  its  power  as  a  tractor  with 
that  of  the  single  forceps  blades  4  (Isaac  Taylor's)  and  5  (Hodge's), 
we  come  to  a  reduetio  ad  absurdum  of  the  use  of  a  forceps  blade  as 
a  vectis.  Its  only  power  can  be  as  a  lever,  and  even  that  is  greatly 
impaired  by  the  pelvic  curve  of  the  forceps  blade.  Having  now 
shown  what  I  understand  by  a  vectis,  I  will  proceed  to  consider 
some  of  the  special  uses  of  the  instrument,  and  in  so  doing  shall 
follow  Hodge.  To  begin  with,  take  a  case  where,  with  a  left 
occipitoanterior  position  the  head  is  in  the  pelvic  cavity,  and  but 
incompletely  rotated  ;  efforts  to  push  up  with  the  fingers  the  anterior 
extremity  of  the  head  and  by  pressure  upon  the  right  temporal 
region  during  a  pain  to  effect  rotation  having  failed,  we  can  intro- 
duce the  vectis  just  as  the  right  blade  of  the  forceps,  and  then  carry 
the  blade  by  a  gentle  sweep  over  the  left  side  of  the  occiput.  If  we 
now  grasp  the  shank  with  the  left  hand  and  with  the  index  and 
middle  fingers  of  the  left  hand  push  up  the  anterior  extremity,  while 
we  make  traction  by  the  right  hand  during  a  pain,  not  only  is 
flexion  increased,  but  the  occiput  will  rotate  anteriorly  and  take  a 
position  much  more  favorable  to  delivery  by  the  powers  of  nature, 
or  for  the  application  of  the  forceps.  If  the  case  is  one  of  a  right 
occipito-posterior  position  which  threatens  to  rotate  into  the  hollow 
of  the  sacrum  :  in  this  case  if  forceps  were  to  be  employed  as 
rotators  they  would  grasp  the  head  not  in  the  favorable  occipito- 
mental diameter  but  in  the  trachelo-bregraatic  diameter,  and  we 
would  be  obliged  to  obtain  rotation  by  combining  with  traction  a 
rotation  of  the  forceps  toward  the  pubis  and  would  be  compelled  by 
the  reversal  of  the  pelvic  curve  of  the  forceps  as  rotation  progressed 
to  take  them  off  and  reapply  them.  But  in  the  same  case  the 
patient  could  be  put  upon  her  right  side  near  the  edge  of  the  bed, 
the  vectis  passed  over  the  right  side  of  the  occiput,  and  then  fixing 
the  handle  with  the  right  hand,  gentle  but  firm  pressure  could  be 
made  with  the  left  hand  on  the  shank  during  a  pain  so  as  not  only 
to  increase  flexion  by  bringing  down  the  occiput,  but  at  the  same 
time  to  rotate  the  occiput  anteriorly.  By  this  flexion  we  would 
be  putting  the  most  favorable  diameter  of  the  head  in  relation  to 
the  favorable  diameters  of  the  pelvis,  and  would  thus  favor  the 
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most  economical  expenditure  of  the  uterine  forces.  It  is  especially 
in  these  posterior  positions  of  the  occiput  that  Hodge  advocates 
the  vectis  to  produce  anterior  rotation,  and  he  says  :  "  We  know 
full  well  that  in  thus  condemning  the  use  of  the  forceps  in  almost 
every  case  of  occipito-posterior  positions,  where  the  head  is  oblique, 
we  are  in  opposition  to  the  authority  of  the  best  modern  accou- 
cheurs both  in  Europe  and  America.  Even  M.  Cazeaux  declares 
he  has  no  confidence  in  the  fingers  or  lever  to  produce  rotation,  and 
resorts  to  the  forceps." 
Further,  he  says  : 

"As  the  author  has  very  universally  succeeded  in  effecting  rota- 
tion by  the  lever,  whenever  the  head  has  been  arrested  in  original 
fourth  and  fifth  positions  of  the  vertex,  he  feels  confident  that  the 
forceps  should  never  be  used  in  such  cases,  until  the  vectis  has  been 
judiciously  and  perseveringly  employed.  It  can  be  used  without 
exciting  pain,  and  without  any  danger  to  the  tissues  of  child  or 
mother,  and  will  fulfil  the  most  important  indication  of  determining 
the  occiput  forward  to  the  pubis.  The  forceps,  on  the  contrary, 
cannot  be  accurately  applied ;  they  necessitate  very  generally  the 
rotation  of  the  occiput  backward,  with  all  the  consequential  dangers 
incident  to  the  passage  of  the  occiput  over  the  coccyx  and  posterior 
perineum,  aggravated,  in  the  present  case  of  complication,  by  the 
head  being  of  unusual  size." 

In  cases  where  posterior  rotation  has  already  taken  place,  he 
advocates  the  application  of  the  vectis  over  the  occipital  protuber- 
ance, and,  by  traction  upon  the  occiput  while  the  os  frontis  is 
behind  the  pubis,  the  necessary  flexion  will  be  produced,  and 
descent  to  the  vulva  facilitated. 

In  face  cases  in  which  there  is  threatened  posterior  rotation  of 
the  chin,  Hodge  advises,  before  the  head  has  passed  the  os,  version 
by  the  vertex.  This  he  does,  maintaining  that  it  is  both  easy  of 
accomplishment  and  lessens  dangers  to  mother  and  child.  When, 
however,  the  os  is  passed,  he  strongly  insists  that  the  case  should 
not  be  left  to  nature,  as  is  advised  by  many,  because  a  single 
severe  pain  may  determine  rotation  of  the  chin  posteriorly,  to  the 
positive  injury  of  mother  and  child.  He  insists  on  endeavoring  to 
rotate  the  forehead  posteriorly  by  the  pressure  of  the  fingers,  and, 
if  they  are  inadequate,  the  employment  of  the  vectis  over  the  tem- 
poral region  and  side  of  the  head,  declaring  that  when  once  the 
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chin  impinges  upon  the  anterior  surface  of  the  spine  of  the  ischium, 
anterior  rotation  will  be  greatly  assisted  by  the  anterior  inclined 
plane. 

Professor  Penrose,  in  the  American  Supplement  to  the  Obstetric 
Journal  of  Great  Britain  and  Ireland  for  April,  1876,  advises,  in 
all  cases  of  face  presentation  which  have  passed  the  os,  anterior 
rotation  of  the  chin  by  forceps,  or  vectis,  or  finger  in  the  mouth, 
and,  with  great  enthusiasm,  cites  a  case  of  a  woman  who  had  been 
in  severe  labor  twenty-four  hours,  with  the  chin  to  the  left  ischiatic 
plane ;  after  attenuating  to  apply  the  forceps  and  failing,  he  con- 
cluded to  wait,  as  her  condition  was  good.  Twelve  hours  passed, 
the  pains  were  tremendous,  and  the  chin  had  descended  only  half 
an  inch,  but  "  not  a  line  had  it  advanced  toward  the  pubis."  The 
woman  was  getting  maniacal ;  forceps  were  again  attempted  and 
failed,  when  it  occurred  to  him  to  tntroduce  a  forceps  blade  behind 
the  left  cheek,  with  the  result  that,  with  a  very  little  power,  in  an 
instant  there  was  complete  rotation,  and  the  child  was  delivered  in 
five  minutes.  In  this  case  the  forceps  blade  not  only  lifted  the 
chin  out  of  the  soft  tissues  in  which  it  was  burrowing,  but,  by  con- 
tinuing the  anterior  inclined  plane  above  the  level  of  the  chin,  gave 
it  an  opportunity  to  rotate  anteriorly,  which  it  could  not  otherwise 
do  until  it  met  the  floor  of  the  pelvis  two  inches  below.  In  con- 
tracted pelvis  at  the  superior  strait  the  vectis  is  often  of  brilliant 
service  by  increasing  flexion,  so  as  to  allow  the  most  favorable 
diameters  of  the  head  to  engage,  and  where  the  forceps,  if  their 
application  were  possible,  would  be  obliged  to  grasp  the  head  in 
the  unfavorable  trachclo-bregmatic  diameter,  and  delivery  would 
be  effected  at  great  mechanical  disadvantage,  if  at  all.  In  a  case 
to  which  I  was  called  a  few  years  ago  by  a  young  professional 
friend,  I  found  the  head  at  the  contracted  superior  strait  consider- 
ably extended,  and  my  friend  had  failed  with  his  forceps.  I 
applied  the  vectis  over  the  occiput,  producing  complete  flexion,  and, 
making  traction  with  it  during  a  pain,  had  the  pleasure,  in  a  few, 
moments,  of  bringing  the  head  perfectly  rotated  to  the  bottom  of 
the  pelvis.  Here  forceps  were  needed  because  of  a  contracted  arch, 
but  the  delivery  was  easy,  and  in  such  marked  contrast  to  her  pre- 
vious labors  that  it  excited  the  surprise  of  the  patient  and  the 
astonishment  of  my  friend. 


SHORTENING  THE  ROUND  LIGAMENTS  OF 
THE  UTERUS. 

(Alexander's  Method.) 
By  JOSEPH  H.  BRANHAM,  M.D., 

BALTIMORE. 


This  operation  was  first  done  in  the  Liverpool  Workhouse  by 
Dr.  William  Alexander,  on  December  14,  1881.  The  operation 
was  suggested  by  Dr.  Adams.  Before  the  Ninth  International 
Congress  of  Medicine  at  Washington,  September,  1887,  papers 
were  read  on  this  subject  by  Drs.  Alexander,  Reid,  and  Kellogg. 
In  the  discussion  which  followed  there  was  great  difference  in 
regard  to  the  anatomical  questions  involved.  This  led  me  to 
make  a  large  number  of  investigations  into  this  subject. 

Since  that  time  I  have  operated  on  over  fifty  subjects  in  the  dis- 
secting room  of  the  College  of  Physicians  and  Surgeons  of  Balti- 
more, and  although  the  operation  has  been  very  generally  accepted, 
I  trust  some  of  the  conclusions  are  of  sufficient  importance  to 
justify  your  attention. 

Over  fifty  subjects  have  been  examined,  the  ligaments  being 
dissected  out  as  in  operation.  In  only  two  instances  the  ligaments 
could  not  be  found  in  the  inguinal  canal.  In  one  of  these  they 
were  found  to  have  been  removed,  together  with  the  uterus,  post- 
mortem, and  the  other  was  a  very  old  subject  with  tissues  so  dry 
that  the  parts  could  not  be  separated.  The  influence  on  the  posi- 
tion of  the  uterus  resulting  from  shortening  the  ligaments  was 
carefully  studied.  By  using  a  large  sound  the  organ  was  displaced 
in  various  directions,  and  could  be  replaced  in  all  cases  by  pulling 
on  the  ligaments,  which  had  been  entirely  separated  from  attach- 
ments in  the  inguinal  canal,  and  well  drawn  out. 

After  drawing  the  uterus  down  by  means  of  vulsella  forceps  it 
could  be  raised  to  its  proper  position  by  the  same  means.  Only 
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one  case  of  decided  displacement  was  found  on  examination  ;  this 
was  a  complete  retroversion  without  adhesions,  and  was  readily 
replaced  by  drawing  on  the  ligaments.  The  position  into  which 
the  organ  is  drawn  by  shortening  the  round  ligaments  is  nearly 
normal,  the  fundus  being  a  little  high  aud  more  forward.  One 
ligament  can  be  made  to  carry  the  uterus  toward  the  side  and 
anteriorly. 

The  strength  of  the  ligaments  was  thoroughly  tested  by  means 
of  tape  attached  to  them  aud  to  scales,  and  was  found  to  vary 
greatly — from  three  to  nine  pounds.  The  ligaments  take  part  in 
the  atrophy  following  the  menopause  and  were  small  and  weak  in 
old  subjects.  Two  subjects,  apparently  about  fifty-five  or  sixty, 
who  had  uterine  myomata,  were  found  to  have  full-sized  ligaments. 
This  indicates  that  when  the  uterus,  from  any  cause,  remains 
enlarged  and  movable  after  the  menopause,  atrophy  of  the 
ligaments  does  not  occur.  It  would  naturally  follow  that  in 
most  old  persons  requiring  operation  the  ligaments  would  be 
found  large  and  strong,  as  the  displaced  uterus  is  nearly  always 
over-sized.  I  have  recently  operated  in  a  case  of  this  kind  on  a 
woman  over  sixty  for  complete  prolapsus ;  in  this  case  the  liga- 
ments were  very  strong  and  long — about  six  inches  being  drawn 
out  before  the  uterus  was  raised  to  its  proper  position.  This 
should  always  be  done  by  this  method,  as  it  indicates  when  we 
have  drawn  out  the  right  amount  of  tissue.  I  am  convinced  that 
the  operation  is  often  a  failure  because  the  intra-peritoneal  part  of 
the  ligaments  is  not  drawn  down,  but  only  that  part  in  the  inguinal 
canal  is  stretched.  As  this  can  have  no  influence  on  the  position 
of  the  uterus,  it  naturally  does  no  good. 

One  other  thing  which  is  of  importance  as  bearing  on  the  opera- 
tion is  that  in  drawing  out  the  ligaments  infundibuliform  fascia  is 
torn  up,  and  although  the  peritoueum  is  not  generally  opened,  the 
loose  subperitoneal  tissue  is,  aud  air  can  easily  be  blown  into  it  to 
almost  any  extent,  and,  of  course,  fluids  can  also  readily  permeate 
it.  This  would  certainly  indicate  danger  from  septic  infection ; 
therefore  the  wound  should  be  strictly  aseptic,  and  the  operation 
should  not  be  lightly  undertaken. 

It  is  also  well  to  remember  that  the  peritoneum  which  is  closely 
attached  to  ligameuts  at  the  internal  abdominal  ring  is  drawn 
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down  into  the  inguinal  canal ;  this  causes  some  tendency  to  hernia, 
several  cases  having  been  reported  after  the  operation. 

The  branch  of  the  genito-crural  nerve  which  leaves  the  external 
abdominal  ring  with  the  ligament,  is  not  closely  attached  to  the 
ligament  in  the  canal,  and  its  division  is  not  necessary,  as  it  can 
readily  be  separated  from  it.  Some  question  as  to  the  method  of 
the  action  of  the  ligaments  in  relieving  displacements,  it  being 
usually  stated  that  the  effect  is  due  to  the  anteversion,  led  me  to 
note  the  extent  to  which  the  uterus  can  be  elevated ;  this  is  much 
more  than  was  expected,  the  fundus  being  drawn  above  the  pelvic 
ring,  and  the  force  acting  through  the  vaginal  walls,  will  cause 
perceptible  drawing  upward  of  the  perineum. 

From  the  foregoing  observations  I  think  the  following  conclu- 
sions may  be  safely  drawn  : 

1.  That  the  round  ligaments  are  very  rarely  absent. 

2.  That  when  they  are  pulled  well  down  into  the  canal  they 
draw  the  uterus  upward  and  forward  into  nearly  its  normal  posi- 
tion, thus  correcting  various  displacements  when  these  are  not 
accompanied  by  adhesions. 

3.  That  in  order  to  accomplish  these  results  their  attachments  to 
the  walls  of  the  inguinal  canal  and  to  the  infundibuliform  fascia 
must  be  broken  up,  making  possible  the  free  entrance  of  air  or 
fluids  into  the  subperitoneal  cellular  tissue,  which  necessitates  the 
most  careful  asepsis  in  these  operations. 

4.  That  although  the  ligaments  partake  in  the  atrophy  of  the 
genital  organs  after  the  menopause,  anything  that  prevents  this 
change  in  the  uterus  will  also  prevent  it  in  the  round  ligaments. 

Below  are  the  brief  histories  of  two  operations  done  during  the 
present  year.  They  are  too  recent  for  their  results  to  be  consid- 
ered permanent,  but  as  the  second  was  for  trouble  which  this 
operation  is  not  usually  considered  to  relieve,  and  as,  so  far,  they 
have  been  satisfactory,  I  will  give  short  notes  of  them. 

Mrs.  M.  W.,  aged  sixty-seven,  was  admitted  to  the  City  Hospital  of  Bal- 
timore, January  4,  1890.  She  had  suffered  for  several  years  from  uterine 
prolapsus,  which  at  times  was  complete. 

She  also  had  a  severe  cough.  For  this  she  was  put  on  treatment.  On 
January  25th,  her  cough  being  much  improved,  she  was  put  under  chloro- 
form ;  the  usual  incisions  being  made,  the  ligaments  were  drawn  out  until 
the  uterus  was  pulled  high  up  against  the  abdominal  wall.  To  do  this  it  was 
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necessary  to  draw  out  about  six  inches.  Some  trouble  was  experienced  in 
finding  the  right  ligament  which  was  pulled  underneath  the  lower  pillar  of 
the  external  abdominal  ring. 

They  were  then  sutured  closely  to  the  pillars,  and  also  to  the  dense  fascia 
over  the  pubes,  with  aseptic  silk.  The  inguinal  canal  was  also  narrowed  by 
deep  sutures  to  prevent  hernia.  The  vagina  was  packed  to  hold  the  uterus 
in  position  until  union  was  secured. 

The  patient  was  kept  in  bed  for  two  weeks.  Slight  suppuration  occurred 
on  the  right  side. 

She  was  under  observation  for  six  weeks  and  the  uterus  was  firmly  fixed 
in  position  when  she  was  last  examined. 

Mary  W.,  colored,  aged  twenty-nine.  Last  confinement,  two  years  ago, 
lasted  five  days ;  since  which  she  has  suffered  from  the  usual  symptoms  of 
uterine  displacement  with  cystocele.  On  examination,  uterus  low  down  in 
pelvis,  freely  movable,  enlarged  and  tender.  Vaginal  walls  thick  and  flabby 
with  anterior  and  posterior  prolapse  of  same.  Great  difficulty  in  urinating. 
Urine  thick  and  ammoniacal.  Operation  July  13th,  same  as  in  previous  case  ; 
slight  suppuration  beginning  on  tenth  day  on  both  sides,  otherwise  recovery 
uneventful. 

Examined  September  13th,  standing;  uterus  firmly  fixed  and  high  up. 
Vaginal  walls  stretched  so  that  there  is  very  slight  cystocele. 

Symptoms  have  steadily  improved.  The  good  effects  in  this  case  are  due 
largely  to  relief  of  the  congestion  which  Emmet  has  shown  to  accompany 
uterine  displacements,  and  which  heat  tributes  to  the  tortuous  condition  of 
veins  resulting  therefrom. 


DISCUSSION. 

Dr.  Robert  T.  Morris,  of  New  York. — I  do  not  think  at  the  pre- 
sent time  the  subject  should  call  for  a  discussion.  We  simply  need  to 
have  collections  of  data  bearing  upon  the  benefits  of  the  operation.  I 
rise  merely  to  mention  a  practical  point,  as  frequently  the  operator  has 
trouble  in  finding  the  round  ligament.  If,  after  having  made  our  inci- 
sion, we  take  a  good-sized  hook  and  pass  it  around  under  everything 
except  muscle  at  the  external  inguinal  ring,  we  shall  then  have  the 
round  ligament  in  the  hook.  You  cannot  go  astray  of  it.  Fat  is  then 
scraped  away  with  the  scalpel  and  the  ligament  exposed  to  view  in  the 
bend  of  the  hook. 

Dr.  Joseph  Hoffman,  of  Philadelphia. — There  is  one  point  to  be 
considered  in  relation  with  all  operations  which  tends  to  fix  the  uterus 
in  a  given  position  :  that  is,  the  nature  of  the  surroundings  relative 
to  the  variable  size  and  condition  of  the  uterus,  owing  to  pregnancy. 
Because  of  this  fact,  the  operation  must  always  remain  in  question  as 
to  its  utility  and  advisability,  especially  in  childbearing  women.  The 
size  of  the  uterus,  owing  to  the  position  in  which  it  is  placed  with  refer- 
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ence  to  the  round  ligament,  whose  existence  is  often  only  in  the  text- 
books, places  the  uterus  in  a  very  unfavorable  position  so  far  as  tying  it 
up  is  concerned.  As  we  all  know,  the  uterus  swings  between  two  liga- 
ments, and  they  are  constantly  on  the  stretch  in  downward  displacements 
of  the  organ  ;  so,  even  if  the  operation  is  of  temporary  advantage,  it  is 
bound  after  awhile  to  fail,  owing  to  the  after-stretching  of  the  liga- 
ments. If  they  are  physiologically  extensile  and  elastic,  must  they 
not  be  so  under  all  conditions  ?  I  think  in  the  same  light  come  all 
the  operations  which  try  to  stick  up  the  uterus  against  the  anterior 
abdominal  wall.  I  have  had  two  after-experiences  with  women  in 
whom  this  operation  was  done.  In  one  I  found  no  traces  whatever 
of  the  stitches  which  were  intended  to  fasten  the  uterus  against  the 
anterior  abdominal  wall.  In  the  other  case,  the  woman  finally  became 
pregnant.  This  shows  certainly  that  those  stitches  must  have  given 
way.  Pregnancy  could  not  have  occurred  and  gone  to  term  with  the 
uterus  stitched  to  the  pubes.  Again  the  question  comes  in,  whether 
the  position  consequent  to  the  operation  will  not  bring  on  a  condition 
of  bladder  irritability  which  is  as  bad  as  the  irritability  consequent 
upon  version.  I  do  know  that,  in  many  of  these  cases,  the  patients  are 
far  from  relieved. 

Dr.  E.  E.  Montgomery,  of  Philadelphia. — As  has  been  well  said, 
this  operation  is  necessarily  of  limited  application.  It  can  only  be 
performed  on  those  patients  in  whom  the  uterus  is  freely  movable,  in 
whom  we  are  able  to  demonstrate  the  absence  of  adhesions  between  the 
uterus  and  retro-uterine  tissues.  Consequently,  the  class  of  cases  who 
suffer  most  from  retro-displacements  are  not  amenable  to  this  particular 
form  or  method  of  procedure.  It  is  necessary  in  these  cases  to  resort 
to  intra-abdominal  methods.  Two  cases  of  this  character  I  have  ope- 
rated upon  by  opening  the  abdomen,  separating  the  adhesions  between 
the  uterus  and  retro-uterine  tissues,  passing  through  the  fundus  of  the 
uterus  a  catgut  suture,  taking  up  the  round  ligament,  setting  it  free 
from  its  capsule  and  drawing  it  in  on  either  side  ;  baring  a  portion  of 
the  uterus  from  the  peritoneum,  those  freshened  surfaces  are  sutured 
together  in  front  of  the  uterus.  By  this  method  we  shorten  the  liga- 
ments within  the  abdominal  cavity.  We  shorten  not  only  the  round 
ligaments  but  the  broad  ligaments,  and  as  the  last  step  of  the  operation 
the  suture  passed  through  the  fundus  is  passed  through  the  abdominal 
walls  to  the  lower  opening  in  the  abdominal  wound.  We  have  here 
by  the  freshened  surface  considerable  opportunity  for  gluing  the  ute- 
rus to  the  anterior  parietes.  To  keep  the  uterus  in  this  position  until 
adhesions  have  become  firm,  it  is  necessary  to  introduce  a  pessary. 
This  method  of  procedure  seems  to  me  preferable  to  the  drawing  out  of 
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the  round  ligaments  through  the  inguinal  canal.  In  many  cases, 
indeed,  we  find  the  round  ligaments  very  much  atrophied  and  atten- 
uated, so  that  they  are  of  little  practical  use.  As  to  the  results  of  the 
operation,  we  can  only  await  the  opportunity  to  investigate  cases  ope- 
rated on  for  a  number  of  years.  This  will  demonstrate  certainly 
whether  the  procedure  is  one  of  value. 

Dr.  M.  Price,  of  Philadelphia. — Is  there  any  proof  whatever  that 
the  round  ligaments  were  ever  intended  by  nature  to  hold  the  uterus 
in  position  ?  In  many  of  my  abdominal  operations  I  have  found  them 
curled  up  like  coils  of  rope.  After  you  have  shortened  them,  how 
long  will  they  remain  so  ?  I  do  not  believe  that  they  will  stay  taut 
much  longer  than  the  anxiety  of  the  doctor  will  continue  over  the  ope- 
ration. I  believe  it  is  a  surgical  procedure  that  will  fall  into  absolute 
disuse  and  death. 

In  regard  to  the  patient,  sixty-five  years  old,  that  Dr.  Branham 
reports  having  operated  on,  it  appears  to  me  to  have  been  an  appropriate 
case  for  Emmet's  crutch  operation.  I  have  done  this  where  the  opera- 
tion put  the  whole  viscera  back  into  the  pelvis  with  absolute  comfort. 
From  what  I  have  seen  of  the  Alexander  operation,  my  opinion  is 
that  it  never  had  a  single  indication  of  utility. 

Dr.  J.  M.  Baldy,  of  Philadelphia. — The  majority  of  the  gentlemen 
who  affect  the  Alexander  operation  contend  that  it  should  be  done  on 
no  cases  excepting  such  in  which  the  uterus  is  perfectly  free — where 
there  are  no  adhesions  whatever.  There  comes  the  hitch :  as  a  rule, 
where  there  is  no  complication  to  a  retro-displacement  there  is  no 
trouble  from  it.  Again,  it  is  impossible  to  tell  whether  the  uterus  is 
free.  Those  of  us  who  have  made  many  abdominal  sections,  and  have 
felt  these  adhesions  with  our  own  hands,  know  that  is  a  difficult  ques- 
tion to  deal  with.  The  question  of  results  is  one  in  which  we  all  have 
to  wait  for  a  good  many  years,  and  the  conclusion  must  be  based  on  a 
large  number  of  operations.  I  think  in  the  two  cases  I  have  seen  the 
final  results  will  not  be  good. 

I  am  rather  ashamed  to  say  that  I  opened  the  abdomen  once  on  the 
diagnosis  of  the  attending  physician.  I  had  no  opportunity  for  exami- 
nation before  the  operation ;  at  that  time  the  uterus  was  [apparently 
free  and  perfectly  movable,  without  signs  of  any  complication  whatever. 
When  I  got  into  the  abdomen  I  had  a  great  deal  of  trouble  in  break- 
ing up  the  adhesions.  They  were  not  extensive  but  were  strong  and 
firm,  and  it  was  the  adhesions  which  thwarted  all  attempts  to  replace 
the  organ  and  keep  it  in  place.  In  that  case  I  placed  my  ligature  low 
down  and  included  the  round  ligaments.  It  was  but  a  short  time 
when  that  uterus  had  gone  back  to  its  position  ;  I  think  this  happened 
before  the  woman  was  out  of  bed. 


SHORTENING   ROUND   LIGAMENTS  OF   UTERUS.  95 


Dr.  Branham  (closing  the  discussion). — Several  points  have  been 
brought  up  in  the  discussion  which  I  wish  to  notice.  I  do  not  think 
there  is  any  comparison  between  the  operation  of  shortening  the  round 
ligaments  by  drawing  them  out  of  the  inguinal  canal  and  the  opera- 
tion by  abdominal  section.  I  am  perfectly  sure  in  a  large  number  of 
these  cases  operated  on  I  have  always  been  able  to  draw  the  uterus  into 
position.  I  believe  in  ninety-nine  cases  out  of  one  hundred  the  uterus 
can  be  drawn  into  position  and  held  there  by  the  round  ligaments 
without  making  abdominal  section.  If  this  be  done  the  operation  is 
much  less  dangerous  than  those  done  inside  of  the  abdomen.  The 
only  operation  I  think  might  be  a  supplement  is  Wylie's  operation,  in 
which  he  scrapes  the  tissue  of  the  uterus  and  shortens  the  ligament 
inside  the  abdomen  ;  but  it  is  only  justified,  as  Wylie  says,  in  the 
cases  where  you  have  to  make  abdominal  section  for  some  other 
cause.  As  to  pregnancy  in  these  cases,  Dr.  Alexander  had  three  that 
became  pregnant  afterward.  Two  were  delivered  without  any  return 
of  the  displacement ;  another  went  on  for  some  months  without 
trouble.  The  difference  between  this  and  the  operation  for  ventral 
fixation  is,  you  have  a  normal  uterine  support.  There  is  no  question, 
I  suppose,  except  in  the  mind  of  the  gentleman  who  spoke  second, 
that  this  ligament  is  to  support  the  uterus.  After  the  ligament  has 
been  shortened  it  would  still  undergo  the  normal  hypertrophy  in  preg- 
nancy, and  the  same  contraction  as  in  normal  conditions  after  preg- 
nancy. The  operation  for  ordinary  ventral  fixation  has  been  aban- 
doned, I  believe,  almost  entirely,  except  in  Germany.  One  gentleman 
surprised  me  by  saying  that  those  who  had  done  Alexander's  operation 
were  those  who  questioned  it.  Of  all  those  who  have  done  the  opera- 
tion a  number  of  times,  I  have  not  seen  a  single  one  who  does  not 
speak  well  of  it.  Wylie  and  Polk,  I  believe,  consider  it  a  good  ope- 
ration.   I  think  the  gentleman  is  entirely  mistaken. 
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This  case  is  presented  for  record  by  reason  of  the  unusual  shape 
and  size  of  the  patient's  abdomen,  the  dual  nature  of  the  cysts,  and 
as  illustrating  the  dangers  of  repeated  tappings  and  delay  in  sub- 
mitting to  an  operation  for  radical  cure  : 

Mrs.  X.,  of  Allegany  County,  New  York,  was  referred  to  me  by  Dr.  W. 
W.  Crandall,  presenting  the  following  history :  Age  twenty-six  years,  mar- 
ried ;  one  child  five  years  old,  no  miscarriages.  Soon  after  confinement 
more  than  five  years  ago,  she  observed  that  her  abdomen  began  to  enlarge  ; 
within  a  few  months  she  was  tapped  and  fifteen  quarts  of  fluid  were  drawn. 
During  the  next  three  or  four  months  she  was  tapped  twice  more,  when  ten 
and  eight  quarts  of  water  were  drawn  at  the  respective  tappings.  During 
the  past  few  years  she  had  not  been  tapped,  but  the  abdomen  had  become 
greatly  distended,  rendering  it  burdensome,  and  nearly  or  quite  preventing 
locomotion.  Her  appetite  and  digestion  were  fairly  good,  menstruation 
regular,  no  constipation,  kidneys  moderately  active,  and  bladder  not  irritable 
— all  of  which  seemed  remarkable  when  the  size  and  shape  of  the  tumors 
were  considered.  She  was  greatly  reduced  in  flesh,  had  a  feeble  heart,  and 
presented  other  signs  of  failing  vitality.  There  was  a  soft,  protruding  area 
to  the  left  of  the  umbilicus,  and  slightly  above  its  plane,  which  was  strongly 
indicative  of  an  approaching  rupture  of  the  cyst  through  the  external 
abdominal  walls. 

Operation  July  9,  1890:  In  making  the  abdominal  incision  it  was  noted 
that  the  usual  anatomical  landmarks  were  wanting,  and  the  cyst-wall  was 
slightly  punctured  unawares.  It  was  with  much  difficulty  that  a  start  could 
be  made  in  the  separation  of  the  cyst-wall  from  the  peritoneum,  and  these 
were  so  stoutly  adherent  for  so  great  an  area  that  much  time  was  required  in 
freeing  this  cyst,  which  was  without  pedicle,  and  appeared  to  spring  from 
the  right  broad  ligament.  Another  small  cyst  was  tied  off  which  proved  to 
involve  the  right  ovary.  On  the  left  side  was  another  large  cyst  made  up  of 
and  including  innumerable  other  cysts  varying  from  the  size  of  a  marble  to 
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an  egg,  besides  a  few  nearly  or  quite  the  size  of  a  Florida  orange.  The  first  or 
right  cyst  contained  about  five  gallons  of  a  brownish-yellow  fluid  mixed  with 
flakes  and  masses  of  a  soft,  friable,  fibrous  material.  The  left  cyst  contained, 
in  addition  to  the  myriads  of  smaller  ones,  about  three  and  a  half  gallons  of 
fluid  ordinary  in  general  appearance  and  characteristics.  The  ental  walls  of 
the  right  cyst  were  roughened,  and  in  many  places  lined  with  a  fibrinous 
material  that  formed  thick  deposits.  The  ectal  walls  were  covered  with 
shreds  of  connective-tissue,  especially  ventrad,  where  extensive  adhesions  had 
taken  place  between  its  ectal  layers  and  the  peritoneal  surfaces. 

These  cysts  had,  in  fact,  two  points  of  support:  the  one,  ventrad,  formed 
by  the  peritoneal  adhesions  ;  the  other,  dorsad,  their  point  of  departure  from 
the  uterine  appendages-  I  have  already  mentioned  the  fusion  between  the 
cyst-walls  and  the  peritoneum  ;  this  was  so  stout  that  at  one  time  it  was 
feared  that  it  would  thwart  removal.  There  was,  however,  very  little  hemor- 
rhage, in  spite  of  all  the  difficulties  presented. 

This  instance  well  illustrates  the  dangers  that  may  surround  a 
neglected  case,  and  presents  a  strong  argument  for  early  operation. 
In  justice  to  Dr.  Crandall,  it  is  proper  to  add  that,  as  soon  as  the 
patient  consulted  him  he  advised  her  to  make  all  possible  haste  in 
submitting  herself  to  an  operation,  and  he  finally  persuaded  her  to 
do  so. 

The  womau  took  ether  badly,  and  was  despondent ;  moreover, 
she  was  devitalized  by  the  long-continued  strain  and  drain  on  her 
mental  and  physical  powers.  She  died,  from  shock,  within  three 
or  four  hours  after  the  completion  of  the  operation. 

The  illustration,1  taken  from  a  photograph  just  before  the  opera- 
tion, conveys  a  better  impression  of  the  size  and  shape  of  the 
tumor  than  any  description  can  afford.  The  distorted  abdomen 
looked,  to  use  the  graphically  laconic  words  of  Dr.  Frederick, 
who  was  present  and  assisted  me,  as  if  "  a  huge  watermelon  had 
been  implanted  end-first  in  its  walls." 


DISCUSSION. 

Dr.  Robert  T.  Morris,  of  New  York. — As  a  rule,  I  am  opposed 
to  tapping  ovarian  cysts ;  however,  in  such  cases  as  this,  where  the 
cyst  is  so  large,  it  seems  to  me  that  we  avoid  the  danger  of  shock  if, 
one,  two,  or  three  days  before  the  operation  for  its  removal,  we  draw 
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off  a  part  of  the  fluid  contents,  the  amount  to  be  withdrawn  to  be 
determined  by  the  judgment  of  the  surgeon.  All  are  familiar  with  the 
great  shock  that  sometimes  follows  a  simple  tapping  operation.  It, 
then  we  add  to  this  the  shock  by  removing  the  walls  of  the  tumor, 
and 'disturb  the  large  sympathetic  plexuses  of  the  abdomen  we 
paralyze  the  sympathetics  which  control  the  circulation  of  the  blood, 
thus  'inhibiting  digestion,  causing  the  formation  of  gas,  and  great 
distress,  to  say  nothing  of  the  danger  of  disturbing  the  vaso-motors  of 

the  heart.  ,  ,  -  , 

Dr  Potter  (closing  the  discussion).— Perhaps  I  might  have  been  a 
little  more  explicit  in  describing  the  case  and  the  operation.    It  will 
be  remembered  that  this  patient  was  brought  to  me  some  distance  from 
the  country,  and  that  she  had  already  been  tapped  several  times  by 
some  physician  who  apparently  did  not  appreciate  the  importance  of 
always  withholding  the  trocar  in  this  class  of  cases.    On  account  of 
the  great  distention  of  the  abdomen  and  the  consequent  visceral  and 
vascular  pressure,  the  propriety  of  an  ante-section  tapping  was  con- 
sidered and  I  discussed  it  with  Dr.  Frederick,  now  one  of  the  J  el  lows 
of  this  Association,  who  was  kind  enough  to  assist  me  at  the  operation. 
We  finally  concluded  that  we  would  not  further  complicate  the  case, 
particularly  in  the  patient's  nervous  state,  by  such  a  procedure,  but 
that  we  would  evacuate  the  fluid  slowly  during  the  operation,  and 
make  systematic  and  deliberate  artificial  pressure,  with  a  view  to  coun- 
terpoise the  sudden  release  of  tension. 

Dr  Morris  has  done  wisely,  in  my  view,  in  calling  attention  to  the 
fact  that  ovarian  cysts  should  not  be  subjected  to  early  tapping.  1  his 
is  I  doubt  not.  the  present  attitude  of  abdominal  surgeons  on  this  ques- 
tion •  there  are  not  two  opinions  among  men  of  experience  in  regard  to 
it  To  the  earlv  tappings  in  the  case  I  have  reported  I  attribute  the 
extensive  adhesions  that  so  nearly  baffled  our  efforts  at  removal  of  the 

"  The'preliminary  tapping  of  large  cystoma  that  Dr.  Morris  advocates 
may  be  a  very  useful  measure  in  properly-selected  cases,  and  it  will  be 
seen  that  it  was  considered  though  rejected  in  the  present  instance ; 
but  I  believe  it  is  an  expedient  that  needs  wise  discrimination  in  its 
employment,  and  one  of  very  limited  application. 


THE  SURGICAL  CONCEPTION  OF  PERITONITIS. 


By  JOSEPH  PRICE,  M.D., 

PHILADELPHIA. 


Within  the  last  few  years  there  has  gained,  in  the  minds  of 
those  who  have  followed  the  principles  of  surgery  which  always 
look  for  cause  where  there  is  an  effect,  a  gradual  clearing  of  their 
conception  of  the  condition  called  "  peritonitis."  The  word  used 
to  be  whispered  in  awe,  and  the  general  idea  of  its  existence  was 
surrounded  with  a  veil  of  mystery  which,  like  the  ark  in  the  tem- 
ple, none  dared  approach,  much  less  to  touch.  In  the  earlier  days 
of  abdominal  surgery,  Baker  Brown  exclaimed,  "  It  is  the  perito- 
nitis that  beats  us,"  but,  unluckily,  did  not  stop  to  inquire  or  dis- 
cover why  peritonitis  came  upon  the  field  conquering  and  to  conquer. 
With  the  earlier  surgeons,  just  as  with  the  earlier  and  many  physi- 
cians of  the  present,  peritonitis  was  looked  upon  as  an  accident,  and 
was  treated  accidentally,  in  the  full  sense  of  the  word.  Cause  and 
effect  were  not  sought  for,  and  so  were  not  found.  When,  finally, 
it  was  noticed  that  the  cases  dying  of  peritonitis  had  pints,  quarts, 
or  gallons  of  fluid  in  their  abdomens,  or  blood  may  be,  a  relation 
between  the  two  was  finally  traced,  and  much  of  the  mystery  was 
cleared  away  by  draining.  The  idea  ouce  gained,  that  a  foreign 
matter  had  much  or  all  to  do  with  the  condition,  when  serum  was 
not  found  other  cause  was  looked  for,  and  so  often  discovered,  either 
directly  or  through  flaw  in  the  operation,  that  now  it  is  finally 
concluded  that  peritonitis  is  never  accidental  or  idiopathic.  This 
is  true,  at  least,  of  the  surgeons.  So  far  as  the  exact  diagnosis  of 
the  condition  was  concerned  little  attempt  was  made  toward  it, 
though  by  physicians  generally  thoracic  disorders  of  a  similar 
kind  were  confidently  located  and  treated.  All  in  all,  it  has  re- 
mained for  surgery  to  clear  away  the  error  and  misconception  of  the 
abdominal  varieties  of  the  disease,  and  even  now  to  invade  the 
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thorax  aud  urge  in  diseases  therein  peculiar,  that  the  same  line  of 
treatment  be  followed  out  as  in  the  abdomen. 

It  needs  no  statistics  to  prove  that  but  a  short  time  since  all 
cases  of  peritonitis  were  treated  alike  without  any  efforts  being  made 
to  discover  the  cause.  Abdominal  surgery,  beginning  with  the 
grosser  ovariotomy,  demonstrated  plainly  that  to  ruptured  cysts  and 
twisted  pedicles  enough  opium  had  been  given  to  narcotize  the  land, 
and  enough  flaxseed  wasted  to  oil  the  wheels  of  the  universe. 

Going  over  from  diseases  of  women  into  the  abdomens  of  men, 
case  after  case  was  demonstrated,  in  which  an  appendicitis  was  at 
the  bottom  of  many  of  the  so-called  idiopathic  cases  of  peritonitis, 
until  now,  no  matter  what  the  disease  or  the  organ  affected,  given  a 
certain  set  of  symptoms,  the  nature  aud  cause  of  the  couditiou  are 
at  once  suspected,  and  attention  directed  thereto.  But  if  in  general 
disease  so  great  a  change  has  been  wrought,  it  is  in  the  special  field 
of  those  peculiar  to  women  that  the  greatest  change  of  attitude  is  to 
be  observed.  This  is  true,  both  owing  to  the  anatomy  and  physi- 
ology of  her  sex.  Anatomically,  her  peritoneum  is  constantly  ex- 
posed to  outside  infection.  Physiologically,  she  is  called  upon  to 
perform  functions  that  render  her  liable  to  this  infection.  Not 
only  do  her  natural  functions  conspire  to  endanger  her,  but  she  is 
a  victim  of  the  misdeeds  of  men,  and  thereby  rendered  especially 
liable  to  peritoneal  inflammations.  Once  it  was  discovered  that 
gonorrhea  was  readily  transferred  along  the  Fallopian  tubes,  the 
nature  and  pathology  of  many  hitherto  puzzliug  cases  of  abdominal 
inflammatory  trouble  were  suddenly  cleared  up,  and  therefore  of 
peritonitis,  due  to  another  cause.  This  pathology  aud  the  kindred 
one  of  dirt-infection  of  all  kinds,  have  led  to  the  most  significant 
change  in  the  handling  of  women  in  all  classes  and  conditions  of 
society,  and  have  revolution ized  the  methods  of  treatment  of  many 
diseases,  especially  of  those  incident  to  childbirth.  Within  the 
memory  of  many  still  alive,  childbed  fever  was  looked  upon  as  a 
visitation  of  Providence,  and  so  treated  by  expectation  and  prayer. 
When  Oliver  Wendell  Holmes,  then  a  young  man,  insisted  upon 
the  essentially  specific  nature  of  the  fever,  two  of  Philadelphia's 
most  renowned  obstetricians  derided,  in  the  light  of  their  great 
experience,  the  chimerical  notions  of  the  hairbrained  youth,  who 
has  since  lived  to  see  his  views  taught  where  they  were  once 
scorned.    This  practical  spirit  of  investigation  versus  faith,  in  all 
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things  that  pertain  to  disease,  nowhere  has  shown  so  brightly  as  in 
the  domain  of  surgery,  and  nowhere  in  any  set  of  diseases  as  those 
formerly  ranked  under  the  head  of  peritonitis.  But  the  benefits 
have  not  only  accrued  to  women,  but  to  their  children.  Cleanliness, 
and  douches  to  obtain  it,  urged  primarily  to  protect  the  mother, 
resulted  secondarily  in  saving  the  lives  of  mauy  children,  and  when 
not  their  lives,  their  sight.  This  is  one  of  the  proudest  triumphs  ol 
antiseptic  cleanliness.  Going  outside,  for  an  instant,  of  the  domain 
of  medicine,  and  entering  the  field  of  sanitation,  modern  systems  of 
plumbing  and  drainage  have  been  revolutionized  by  obstetrical,  and 
indirectly,  surgical  observation  upon  sepsis  from  drainage.  High 
temperature  in  the  presence  of  plumbing,  and  their  absence  in  pre- 
sumably filthy  localities  where  no  plumbing  was  present,  could  not 
help  but  attract  attention  to  the  existence  here  again  of  cause  and 
effect.  This  alone  in  all  lying-in  hospitals  must  ultimately  be 
accepted  as  a  demonstrated  fact,  and,  if  a  perfect  system  is  to  be 
hoped  for,  will  lead  to  the  exclusion  of  all  closets  beyond  the  limits 
at  which  infection  is  possible. 

Thus  it  will  be  seen  that  in  obstetrics,  especially,  the  surgical 
conception  of  the  nature  of  peritonitis  alone,  easily  is  equal  in  im- 
portance to  any  of  the  mauy  forward  steps  of  the  day.  But  the 
field  of  its  importance  goes  still  further,  and  aims  at  improving  even 
surgery  itself.  In  other  words,  surgery  discovers  surgical  perito- 
nitis, and  strives  to  find  its  cause.  In  the  modern  gynecologv  many 
of  the  minor  procedures  are  arraigned  at  the  bar  of  surgery,  and 
compelled  to  render  an  account  of  themselves.  Under  this  head 
come  intra-uterine  applications,  use  of  the  sound  on  all  possible 
occasions,  dilatation  and  scraping  of  the  uterus  and  cervix,  closure 
of  the  perineum  and  cervix,  followed  by  ovarian  and  tubal  disease. 
Here  exact  scientific  surgery  calls  upon  the  minor  gynecologist  to 
keep  hands  off.  It  warns  him  that  not  every  cervix  can  be  touched 
with  impunity,  and  that  if  there  is  suspicion  of  pelvic  disease  or 
inflammation,  such  cervix  is  not  to  be  touched  at  all. 

It  warns  the  promiscuous  dilator  of  cervices  that  the  ruthless 
laceration  of  the  cervical  canal  is  more  liable  to  cause  disease  than 
to  cure  it,  and  that  a  forcible  destruction  of  cervical  integrity  is 
worse  than  a  laceration  at  childbirth,  under  ordinary  circumstances. 
It  teaches  the  "conservative"  gynecologist,  who  tries  to  cure  pelvic 
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disease  by  the  derivation  of  cervical  operation,  that  shortly  he  will 
have  a  second  and  worse  operation,  due  to  his  first. 

Going  still  further,  the  appreciation  of  constant  local  peritonitis 
in  a  class  of  operators'  work,  it  looks  to  them  for  the  cause,  and 
cries  halt  to  their  pretences  to  pass  judgment  upon  all  surgery  of 
the  kind  because  their  own  results  are  bad.  It  recognizes  in  the 
failures  their  causes.  Under  this  head  may  be  classed  fistulaj,  ster- 
coral and  others;  adhesions  to  stumps  of  intestines,  and  general 
intestinal  adhesions.  It  recognizes  the  fact  of  incompetency  to  judge 
of  the  value  of  certain  procedures  in  that  their  failures  are  peculiar 
to  these  censors  only.  This  is  especially  true  of  those  who  condemn 
the  drainage-tube  as  causing  the  last-named  complications.  The 
treatment  of  the  stump,  when  faulty  or  careless,  is  often  a  cause  of 
localized  peritonitis,  and  the  after  adhesions  produced  are  often  as 
annoying  and  painful  as  the  original  disease.  The  introduction  of 
antiseptic  solutions  into  the  abdominal  cavity  has  been  found  a 
fertile  source  of  peritonitis,  resultiug  in  universal  adhesions  of  the 
intestines,  omentum,  and  parietal  peritoneum.  Here  surgery  un- 
learns and  teaches  the  necessity  of  not  causing  what  it  is  its  function 
to  remove,  and  by  showing  the  danger  of  a  supposed  refinement,  not 
only  exposes  its  non-efficiency,  but  also  its  absolute  danger,  as  a 
cause  of  a  most  serious  non-suppurative  peritonitis.  Here  again  sur- 
gery has  demonstrated  the  kinds  of  peritonitis,  and  hence,  jilaced  a 
dividing  line  between  the  cases  that  tend  spontaneously  to  recovery, 
and  those  that  demand  operative  treatment.  Simple  non-suppura- 
tive, congestive,  inflammatory  peritonitis  occurs  frequently,  as  a 
eequel  of  excessive  or  prolonged  hyperemia,  or  from  simple  trauma- 
tism. Such,  for  instance,  are  the  irritative  adhesions  above  referred 
to.  Suppurative  peritonitis,  arising  from  foreign  septic  matter,  is 
entirely  distinct,  and  may  be  called  specific.  It  has  a  pathology  of 
inflammation,  but  is  septic  from  its  origin.  These  are  the  traumatic 
cases  from  stabs  and  gunshot  wounds.  It  is  exceedingly  rare  for 
wounds  of  this  order  in  the  abdominal  cavity  not  to  result  fatally. 
In  this  direction  the  teachings  of  abdominal  surgery  on  the  subject 
of  peritonitis  are  now  the  wonder  and  admiration  of  the  civilized 
world.  We  have  in  our  Society  a  sui'geon  now  renowned  in  peace, 
as  he  was  steadfast  in  his  duty  toward  the  wounded  during  his  long 
military  service.  He  says  now  that  he  would  like  to  live  again 
through  the  misery  of  all  his  sad  experience  just  to  save  his  cases  of 
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abdominal  gunshot  wounds.  The  surgical  conception  of  the  nature 
of  all  operations  upon  the  abdominal  viscera  has  led  to  the  abandon- 
ment, not  only  of  the  dicta  of  the  past,  but  to  its  utter  and  entire  de- 
molishment.  It  has  led  to  the  annihilation  of  all  statistics  of  the 
past  as  so  much  garret  rubbish,  and  has  laid  out  a  new  field  for  itself, 
into  which  no  one  but  the  elect,  under  the  new  dispensation,  can 
hope  to  enter.  So  far  as  traumatism  is  concerned  the  prevention  of 
peritonitis  by  prompt  interference  was  sought.  But  experience  in 
this  very  line  has  opened  a  new  field  in  utilizing  peritonitis  as  a 
saving  agent  in  certain  surgical  procedures;  I  mean  in  intestinal 
anastomosis.  Here  we  rely  upon  a  localized  adhesive  peritonitis  to 
effect  a  cure  in  conditions  where,  without  it,  the  danger  would  be 
vastly  greater  than  it  is.  Before  the  study  of  adhesive  localized 
peritonitis  the  operation  of  intestinal  anastomosis  would  have  been 
impossible,  and  the  operations  for  the  resection  of  intestine,  with 
the  consequent  prolonged  stitching  and  other  manipulation,  was 
the  only  resource.  This  operation  is,  perhaps,  the  most  notable 
example  in  all  the  range  of  the  art  of  utilizing  what  is  commonly 
regarded  as  a  calamity,  for  conservative  surgery.  But  this  is  not  all. 
The  knowledge  applied  in  such  cases  renders  possible,  in  many  cases, 
what  would  be  otherwise  tedious  and  dangerous,  closing  procedures 
in  many  of  the  major  gynecological  operations,  a  certain  speedy 
resort  to  the  saving  results  of  adhesive  peritonitis  :  I  refer  especially 
to  hysterectomy.  Without  the  certainty  that  the  parietal  peritoneum 
will  surely  unite  almost  at  once  with  that  of  the  stump,  the  opera- 
tion of  supra- vaginal  hysterectomy  would  be  rarely  attempted  with 
any  hope  of  success.  As  it  is,  the  rapidity  with  which  the  two 
serous  surfaces  unite,  shuts  off  the  peritoueum  at  once  from  the 
danger  of  infection  and  renders  safe  thereby  an  otherwise  hazardous 
procedure.  But  now,  if  the  surgical  conception  of  peritonitis  has 
opened  up  a  new  field  of  operative  surgery,  it  has  closed  a  most 
pernicious  field  in  medicine.  Where  trauma  exists,  or  is  reasonably 
suspected,  the  rule  is  now  not  to  wait  and  make  the  patient  regard- 
less of  both  life  and  death  by  opium,  but  to  operate  to  save  at  once. 
Gunshot  wounds  excepted,  perhaps  nowhere  so  much  as  in  appendi- 
citis has  trauma  lately  received  so  much  attention,  as  being  the  cause 
of  a  peculiarly  insidious  disease.  As  a  result,  we  will  have  fewer 
deaths  from  this  lesion,  the  more  it  is  studied  and  appreciated,  and 
the  more  its  real  nature  and  cause  arc  appreciated  as  being  essentially 
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a  suppurative  peritonitis.  In  the  presence  of  suppurative  perito- 
nitis, most  common  in  women,  by  reason  of  their  greater  risk  and 
liability  to  external  septic  influences,  the  treatment  is  entirely  revo- 
lutionized. If  the  abscess  is  limited  and  due  to  a  suppurating  tube 
or  ovary,  its  inflammatory  limits  are  mapped  out,  the  disease  is 
attacked  at  its  fountain-head,  and  the  patient  is  cured,  simply 
because  we  now  know  that  the  limitation  of  such  a  collection  cannot 
be  permanent,  and  that  there  is  no  safety  with  pus  anywhere  within 
the  limits  of  the  abdominal  cavity.  Here  the  surgical  treatment  ot 
peritonitis  by  the  salines  is  of  no  avail,  though  it  will  relieve  pain 
almost  as  promptly  as  opium,  without  a  tithe  of  the  inconveniences 
of  that  drug.  In  the  non-suppurative  inflammatory  exudates  of  a 
simple  irritative  peritonitis,  salines  or  calomel,  the  saline  treatment, 
is  the  common  inheritance  of  all  surgeons,  and  of  a  few  physicians 
— too  many  of  whom  are  as  slow  to  accept  it  as  really  efficacious, 
as  they  are  to  aspirate  a  pleurisy  without  delaying  until  the  lung  is 
carnified  and  the  patient  translated. 

After  inflammations  subsequent  to  childbirth,  with  our  knowl- 
edge of  the  frequency  of  outside  contamination,  with  the  consequent 
septic  involvement  of  the  peritoneum,  fatal  cases  should  now  be  the 
exception.  My  own  experience  in  this  line  of  cases  is  increasing 
almost  weekly,  and  the  results  of  interference,  surgically,  are  such 
as  to  encourage  me  as  to  the  ultimate  general  acceptance  of  the 
opinion  that  most  cases  of  post-partum  suppurative  peritonitis 
should  recover. 

The  danger  in  delay  is  that  a  general  septic  condition  be  estab- 
lished, and  that  accordingly  local  treatment  will  be  of  no  avail ;  to 
open  the  abdomen,  irrigate  with  hot  water,  place  a  drainage-tube  in 
extreme  cases,  is  sometimes  the  only  resource. 

This,  in  these  cases,  must  be  only  the  preparatory  step  to  subse- 
quent operation  to  remove  all  cause  for  future  trouble.  My  success 
in  these  cases  has  been  more  than  a  justification  for  any  statement 
concerning  them  that  may  seem  too  positive.  They  stand  out  in 
pleasant  contrast,  with  the  opium-fed,  poultice-clad,  mortuary  list 
that  every  day  is  heard  of.  For  the  reference  of  the  Fellows,  I  wish 
to  record  a  few  typical  cases  in  the  proceedings  of  the  Society  : 

Case  I. — Mrs.  B. ,  aged  twenty-eight  years.  Seen  five  weeks  after  labor. 
High  temperature ;  rapid  pulse ;  rapid  progressive  emaciation  ;  profound 
sepsis.    Abdominal  section  revealed  thickened  omenteum  adherent  over 
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entire  pelvis ;  right  pyosalpinx  and  abscess  the  size  of  an  orange  in  the 
ovary  ;  universal  adhesions ;  six  inches  of  ileum  cheesy  and  disorganized  to 
the  mucous  coat  along  the  line  of  adhesion  on  the  right  side.  A  knuckle  of 
bowel  was  opened  in  enucleating  the  appendages;  it  was  trimmed  and 
stitched  ;  there  was  purulent  peritonitis,  and  one  pint  of  pus  free  in  pelvis, 
from  leakage  ;  appendages  removed  ;  cavity  irrigated  and  drained  ;  recovery. 

Case  II. — Mrs.  M.,  aged  twenty-four  years,  seen  twenty-one  days  after 
labor.  Abdominal  section  showed  acute  puerperal  pyosalpinx  on  the  left 
side,  and  general  purulent  peritonitis ;  bowel,  omenteum,  and  pelvic  organs 
matted  together  by  friable  adhesions ;  left  tube  gangrenous ;  right  tube  con- 
gested, but  showed  no  evidence  of  pus  ;  only  the  left  tube  removed  ;  irriga- 
tion and  drainage  ;  recovery. 

Case  III. — Mrs.  W.,  aged  thirty-six  ;  seen  twelve  days  after  labor  ;  most 
profoundly  septic.  At  the  section  universal  friable  adhesions  were  found  ; 
both  appendages  absolutely  gangrenous ;  uterus  large  and  soft,  with  cheesy 
walls  ;  removal  of  both  appendages  ;  irrigation  and  drainage  ;  recovery. 

Case  IV. — Mrs.  F.,  aged  tweuty-three ;  seen  four  weeks  after  labor;  re- 
moval of  both  appendages  for  left  pyosalpinx  and  ovarian  cyst ;  right  tube 
occluded,  adherent,  and  acutely  inflamed ;  adhesions  universal ;  general 
peritonitis ;  irrigation  and  drainage ;  recovery. 

Case  V. — Mrs.  S.,  seen  two  years  after  labor.  She  had  puerperal  fever 
and  was  in  bed  nine  months  ;  since  then  has  been  a  hopeless  invalid,  with 
loss  of  locomotion,  constant  agonizing  pain,  great  emaciation,  constant  nausea 
and  recurring  attacks  of  peritonitis.  I  removed  a  left  pyosalpinx  and  ovarian 
abscess ;  dense  bowel  adhesions ;  omentum,  bladder,  and  uterus  glued 
together ;  irrigation  and  drainage  ;  recovery  from  the  operation  and  cure. 

It  should  be  noted  that  : 
1st.  All  were  cases  of  true  "  puerperal  fever." 
2d.  All  were  saved  by  section,  after  well-directed  medical  treat- 
ment. 

3d.  The  operations  were  undertaken  to  save  life,  not  to  demon- 
strate ideal  surgical  procedures. 


DISCUSSION. 

Dr.  William  Wotkyns  Seymour,  of  Troy. — I  have  had  two  cases 
of  traumatic  peritonitis,  one  of  which  was  particularly  interesting  to  me 
by  reason  of  the  symptoms  in  the  case,  and  by  reason  of  my  prompt 
desire  to  operate.  This  was,  however,  unfortunately  prevented  by  my 
consultant,  with  the  result  that  the  patient  died.  The  history  of  the 
case  is,  briefly,  as  follows : 

A  man  of  about  forty  years  of  age,  a  laborer,  and  the  subject  of 
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hernia,  was  thrown  down  in  a  wrestle  one  evening ;  when  he  got  up  he 
could  not  straighten  himself,  and  had  grievous  pain  in  the  right 
inguinal  region.  He  was  taken  home  about  10  o'clock  in  the  evening. 
I  was  called  in  the  morning,  at  which  time  he  was  moderately  comfort- 
able by  reason  of  an  opiate.  The  only  evidence  I  could  find  of  trouble 
was  a  pulse  that  intermitted  every  third  or  fourth  beat.  Examination 
of  the  heart  did  not  indicate  any  organic  disease  of  that  organ.  I  in- 
quired as  to  hernia,  and  found  that  he  had  one,  which  I  easily  reduced. 
I  judged  that  his  condition  was  due  to  a  rupture  of  the  intestine  when 
he  was  thrown  down.  I  asked  in  consultation  a  surgeon  from  my  own 
city,  of  wide  experience  and  usually  prompt  to  operate.  The  patient 
would  not  consent  to  an  operation.  I  was  so  unwise  as  to  continue  in 
charge  of  the  case,  and  administered  opium  to  make  the  patient  com- 
fortable. The  next  day  the  patient's  pulse  was  regular  and  his  tem- 
perature was  nearly  normal,  but  I  still  insisted  on  the  advisability  of 
an  operation.  The  consultant  again  objected,  and  I  was  still  weak 
enough  to  continue  in  charge.  The  Monday  following  I  declined  to 
take  further  care  of  the  case.  On  Tuesday  morning,  four  days  after 
the  accident,  he  sent  word  that  I  might  come  and  do  as  I  pleased.  I 
made  abdominal  section,  and  found  the  intestines  matted  together, 
markedly  red,  and  covered  with  lymph.  Drawing  up  the  intestines,  I 
found  a  rent  two  and  a  half  inches  long  in  the  bowel.  I  could  not 
but  feel  that  if  the  patient  had  been  operated  on  early  he  would  have 
recovered. 

The  other  case  was  a  gunshot  wound  of  the  colon.  I  was  not  allowed 
to  operate  until  eighteen  hours  after  I  first  saw  the  case,  although  I 
desired  to  do  so  immediately.  I  found  some  peritonitis  and  washed 
out  the  abdomen.  There  was  a  hole  through  the  transverse  colon  made 
with  a  thirty-two  calibre  ball  which  would  admit  the  index  finger 
There  was  no  use  attempting  merely  to  suture  the  opening.  There 
was  a  little  nick  in  the  duodenum  from  which  the  blood  was  flowing 
freely.  I  resected  and  sutured  the  colon,  and  closed  the  duodenal 
wound.  The  patient  died  eighteen  hours  afterward.  At  the  autopsy 
perfect  union  was  found.  In  fact,  the  sutured  colon  stood  the  entire 
pressure  of  the  city  water.  The  belly  was  clean,  and  but  a  very  limited 
peritonitis  present.  I  was  at  a  loss  to  know  the  cause  of  death.  I 
learned  a  year  later  that  the  patient  had  died  an  hour  after  my  last 
visit,  while  sitting  up  vomiting.  He  threw  off  a  basinful  of  curdled 
milk,  given  contrary  to  my  orders. 

Dr.  A.  Vander  Veer,  of  Albany. — To  one  brought  up  in  the 
school  of  opium  treatment,  as  those  of  us  were  who  have  practised  in 
the  immediate  vicinity  of  New  York  and  that  part  of  the  East  where 
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the  teachings  of  Dr.  Alonzo  Clark  prevailed,  it  seems  a  little  as 
though  we  were  living  in  the  land  of  dreams  when  we  were  told  to 
give  opium,  opium,  opium !  listening  now  to  a  paper  such  as  Dr.  Price 
has  just  read.  Dr.  Price  has  given  us  the  causes  of  peritonitis,  and  his 
paper  gives  us  much  to  consider,  especially  when  we  compare  it  with 
the  very  elaborate  papers  published  in  our  early  days  as  to  idiopathic 
peritonitis.  I  refer  to  addresses  made  before  our  State  societies,  and 
such  as  we  find  in  our  journals — able  papers  on  idiopathic  peritonitis. 
Yet  Dr.  Price  has  said  there  is  a  cause,  and  we  must  look  for  the  cause. 
It  is  modern  surgery  that  has  developed  the  methods  of  examination. 
I  would  like  to  hear  from  Dr.  Price  something  more  positive,  some- 
thing more  definite  in  the  line  of  treatment  of  cases  of  appendicitis  and 
cases  of  puerperal  peritonitis  that  we  are  called  upon  to  see,  three,  four, 
or  five  days  after  the  ushering  in  of  the  symptoms  in  which  we  find  the 
abdomen  not  immensely  distended,  in  the  condition  where  we  have,  say, 
a  moderate  amount  of  distention,  but  where  we  have  the  peculiar 
doughy-like  condition,  and  where  the  patient  has  been  given  opium 
freely.  The  patient  does  not  complain  of  much  pain  on  pressure,  but 
it  is  evident  on  palpation  that  there  is  pus  in  that  cavity,  and  that  it  is 
not  in  one  place,  as  when  we  cut  down  upon  the  appendix  and  find  the 
pus  and  remove  it  speedily,  but  there  is  something  behind  it  and  above 
it ;  all  through  the  abdominal  cavity  there  is  pus.  The  patient  is  not 
dead,  though  very  near  it,  and  in  a  sad  condition.  If  we  undertake  to 
wash  out  all  such  cavities,  we  may,  perhaps,  kill  some  of  our  patients. 
In  a  case  of  puerperal  peritonitis  we  may  find,  perhaps,  the  same  con- 
dition. How  shall  we  treat  such?  Simply  wash  and  put  in  drainage?  I 
would  like  to  hear  from  Dr.  Price  upon  the  treatment  of  just  such  cases. 

Dr.  George  Erety  Shoemaker,  of  Philadelphia. — I  would  like 
to  ask  Dr.  Price  exactly  what  he  means  by  finding  pus  "  free ;" 
whether  he  means  it  was  free  to  flow  to  any  part  of  the  peritoneum. 
Such  cases  are  usually  reported  as  fatal  with  or  without  operation. 
Also,  whether  in  the  light  of  his  recent  experience  he  believes  that  puer- 
peral septicemia  cases  as  well  as  peritonitis  cases  should  be  operated  on 
rather  than  be  allowed  to  die?  I  refer  to  those  cases  where  we  cannot 
determine  definitely  the  existence  of  peritonitis  but  have  an  absence  of 
pain,  and  on  vaginal  examination  no  indication  of  presence  of  pus  in 
the  tube  or  the  peritoneum.  I  demonstrated  in  one  case  last  year  the 
absence  of  peritonitis  or  pus  in  a  fatal  septicemic  case. 

Dr.  Joseph  Hoffman,  of  Philadelphia. — Dr.  Price,  I  think,  has 
laid  down  the  lines  that  will  lead  us  after  a  time  to  separate  peritonitis 
from  medicine  and  put  it  into  surgery  entirely.  It  has  not  been  very 
long  since  we  in  this  very  place  heard  the  opium  treatment  of  perito- 


108 


DISCUSSION. 


nitis  advocated  by  one  thoroughly  brought  up  in  the  faith  of  opium. 
Herein  you  can  see  the  difference  between  the  pure  surgeon  and  the 
simple  physician.  The  surgeon  knows  what  he  can  do  by  treatment; 
knows  that  he  has  a  cause ;  knows  that  idiopathic  peritonitis  is  a  myth 
and  must  be  treated  mythically,  and  therefore  for  the  most  part  unsuc- 
cessfully. Nowhere  does  this  come  out  more  clearly  than  in  appendi- 
citis. (Cases  relieved  by  opium  temporarily  are  not  cured,  and  prob- 
ably have  not  been  appendicitis  at  all.)  In  order  to  cure  it  we  must 
operate  early,  probably  between  the  third  and  fifth  days.  Cases  that 
go  over  that  point  are  apt  not  to  terminate  fatally  in  that  attack.  All 
cases  are  so  apt  to  recur,  that  resort  to  surgical  interference  finally  must 
be  considered  a  probable  necessity.  This  being  the  fact  it  is  difficult 
to  understand  how  anyone  can  dally  with  an  attack  of  appendicitis. 
In  one  case  where  I  was  called  we  gave  the  saline  treatment  in  order 
to  relieve  the  pain  ;  and  the  next  day  went  back  and  found  the  patient 
so  much  better  that  I  was  in  doubt  myself  about  suggesting  operation, 
and  in  order  to  bring  in  a  man  of  wide  experience  I  called  Dr.  Price. 
The  colored  man  was  so  well  that  when  he  saw  another  physician 
coming  beside  myself  he  rebelled  and  almost  refused  to  permit  us  to 
examine  him.  Dr.  Price  finally  examined  him  and  was,  I  believe, 
misled  as  to  his  condition  ;  because  he  said,  Let  him  go !  He  was  let 
go  and  went  to  Baltimore  had  a  recurrence  of  the  attack  in  about 
ten  days,  and  died.  He  was  relieved  of  his  pain  by  the  salines,  which 
opium  did  not  do.  This  is  interesting  evidence  that  in  inflammatory 
congestions — pelvic  or  intestinal — the  surest  way  to  relieve  pain  is  to 
remove  the  congestion. 

The  Doctor  ought  to  have  the  opium  instead  of  the  patient. 

Only  day  before  yesterday  I  was  called  to  see  a  girl  sixteen  years 

of  age.    I  found  a  note,  "  Please  go  and  see  Miss  ."    I  found 

an  abdomen  as  tense  as  ever  one  was  found.  The  parents  told  me 
when  I  got  in  the  house  that  the  medicine  was  all  gone.  She  had  had 
a  suppository  that  morning.  For  five  days  the  girl's  bowels  had  not 
been  moved,  but  during  the  administration  of  the  suppositories  they 
had  been  moved  once.  The  bowel  was  very  tympanitic.  Such  treat- 
ment is  simply  and  purely  idiotic. 

The  cases  the  Doctor  has  related  simply  indicate  the  line  of  self- 
assertion  that  the  surgeon  should  assume ;  I  do  not  believe  that  any 
man  in  justice  to  himself,  after  he  has  been  ruled  out  of  a  case  by  an 
opium  idiot  should  consent  to  go  in  and  perform  an  operation  because 
the  man  still  has  a  little  breath  in  him.  It  should  be  done  earlier  if 
at  all.    Surgery  has  no  business  to  do  post-mortem  work. 

So  far  as  "  ordinary"  gynecology  is  concerned  the  paper  has  given 
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some  good  points,  and  advice  worth  consideration.  I,  myself,  have 
had  some  such  experience.  In  one  case  where  I  was  called  in,  the  ope- 
rator said  to  me  "  Doctor  I  wish  you  would  take  hold  of  this  curette." 
I  did  it  and  found  it  in  the  cavity  of  the  abdomen.  The  next  minute 
omentum  was  down  in  the  cavity  of  the  uterus.  It  shows  the  dangers 
of  curetting  when  the  uterine  tissue  is  softened.  If  the  curette  is  to  be 
used  at  all  it  is  to  be  used  with  great  care  as  to  its  nature  and  applica- 
tion. 

The  cervical  dilatation  and  scraping  is  also,  considering  the  fre- 
quency with  which  it  is  done  now,  to  be  deprecated.  Herein,  I  think, 
is  the  great  objection  to  be  urged  against  the  indiscriminate  use  of 
electricity.  Many  use  the,  intrauterine  electrode,  but  when  we  con- 
sider that  a  man  like  Emmet,  with  all  his  experience,  refuses  almost 
absolutely  to  use  a  sound  for  the  reason  he  fears  it  so  much,  the  utter 
recklessness  with  which  these  men  introduce  both  electrodes  and 
sounds  must  be  condemned  most  positively. 

Dr.  William  H.  Myers,  of  Fort  Wayne. — Permit  me  to  say  a 
word  in  regard  to  peritonitis.  In  Heath's  dictionary,  perhaps  one  of 
the  latest  books  written,  he  says  the  treatment  is  simple,  viz.,  opium, 
stimulants,  and  beef-tea.  In  my  opinion  the  treatment  is  nearly 
always  symptomatic,  but  the  diagnosis  ought,  assuredly,  to  be  made 
out  early  in  the  prognosis  of  the  disease,  and  before  distention  occurs, 
which  masks  all  symptoms  and  increases  the  difficulties  many  fold. 
In  appendicitis  it  is  of  importance  to  bear  in  mind  that  it  is  not  always 
accompanied  by  constipation.  Another  point  concerning  peritonitis  to 
be  remembered  is  the  rapidity  with  which  effusion  takes  place.  It  is 
astonishing  how  rapidly  the  abdomen  is  sometimes  distended  ;  and  the 
thirst  in  these  cases  is  often  as  great  as  in  cholera.  I  wish  to  enter 
my  protest  against  the  early  use  of  opium  in  peritonitis,  for  I  am 
unable  to  understand  why  it  should  be  adopted  in  the  face  of  all  the 
harm  that  comes  from  its  employment. 

Dr.  W.  E.  B.  Davis,  of  Birmingham. — I  believe  that  Senn's  gas 
test  for  gunshot  wounds  of  the  abdomen — perforating  wounds — -will 
give  us  a  great  many  more  cases  of  septic  peritonitis.  We  had  just 
about  gotten  to  the  point  where  we  thought  it  necessary  to  operate  at 
once  in  all  cases.  The  delay  made  by  this  test  is  a  step  backward. 
Four  hours'  delay  is  as  long  as  we  should  have.  I  live  in  a  district 
where  there  is  a  great  deal  of  shooting,  and  such  cases  are  frequently 
brought  under  my  care  in  private  and  hospital  practice.  It  would 
almost  surprise  you  to  see  the  number  of  cases  of  stab  and  gunshot 
wounds  that  occur.  I  have  had  the  opportunity  of  observing  these 
cases  in  twelve,  twenty-four,  thirty-six,  and  forty-eight  hours  after  the 
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injury.  To  operate  after  twenty-four  hours  is  usually  to  see  the  case 
die  in  from  twelve  to  twenty-four  hours  afterward.  I  desire  to  insist 
upon  the  necessity  of  operating  early  in  stab  and  gunshot  wounds  to 
save  the  patient  from  dying  from  peritonitis.  We  should  always  bear 
in  mind  that  we  have  two  kinds  of  peritonitis,  viz.,  simple  and  septic 
peritonitis.  I  believe  a  simple  peritonitis  can  be  relieved  by  salines, 
but  in  these  cases  often  we  cannot  use  salines ;  then  we  should  give 
calomel  and  large  enemas  of  warm  water.  In  cases  of  septic  peritonitis 
we  are  throwing  away  valuable  time  not  to  operate  at  once.  I  believe 
when  we  have  a  gunshot  wound  we  should  frive  opium  and  operate. 
Operate  at  once.  We  may  sometimes  give  morphine  to  relieve  the  pain, 
but  we  should  operate  on  such  patients  just  as  if  they  were  suffering. 

In  the  most  severe  form  of  peritonitis  we  often  have  the  mildest 
symptoms.  Cases  of  suppurative  peritonitis,  general  septic  peritonitis, 
with  marked  tympanites,  are  desperate  cases.  These  are  cases  we  are 
going  to  lose.  When  I  hear  of  cases  of  a  cavity  full  of  pus  having 
recovered,  I  generally  believe  it  is  an  abscess  that  has  burst.  I  believe 
in  the  majority  of  cases  where  we  find  a  quart  or  two  quarts  of  pus  in 
the  cavity,  it  is  due  to  a  large  abscess,  and  not  to  general  peritonitis. 
I  have  seen  such  cases  in  my  own  practice.  In  reference  to  the  treat- 
ment of  these  cases,  Dr.  Hadra,  of  Galveston,  Texas,  says  his  idea  is 
to  leave  the  intestines  on  the  outside  of  the  abdomen,  because  it  is  so 
difficult  to  get  them  back,  and  the  traumatism  would  be  so  great  that 
it  is  dangerous  to  return  them.  He  protects  the  intestines  by  gutta- 
percha tissue.  That  plan  we  know  is  a  failure.  The  intestines  should 
not  be  left  on  the  outside  of  the  abdomen.  The  thing  to  do  is  to  open 
the  intestine  and  wash  it  out,  and  thus  not  only  get  rid  of  gas,  but  of 
septic  germs  on  the  inside  of  the  bowel.  After  this  you  can  replace 
the  intestines  and  make  an  artificial  anus.  This  method  meets  the 
indications  for  treatment,  and  is  the  one  which  should  be  adopted  in 
all  cases  where  marked  tympanitis  is  present. 

Dr.  Mordecai  Price,  of  Philadelphia. — Dr.  Davis  speaks  in  his 
discussion  of  gunshot  and  stab  wounds  and  the  length  of  time  before 
operating.  He  comes  from  a  country  where  they  have  considerable 
experience  of  that  kind,  yet  I  differ  from  him  in  regard  to  the  use  of 
opium.  He  says,  if  you  give  opium  you  relieve  pain.  I  say,  you  will 
then  have  the  patient  suffering  from  the  opium  as  well  as  from  the 
wound. 

Nearly  two  years  ago  I  opened  a  girl,  sixteen  years  of  age,  who 
had  been  shot  twenty-four  hours  before  I  saw  her.  The  kidney  was 
wounded,  there  was  urine  in  the  peritoneal  cavity,  and  a  wound  through 
the  whole  length  of  the  liver.    The  girl  when  I  saw  her  had  a  tem- 
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perature  of  103.5°,  general  peritonitis,  cold  hands  and  feet,  and  a 
pulse  of  150.  I  opened  her  from  the  breast  bone  to  the  pubes,  re- 
moved the  right  kidney,  washed  her  out  and  drained,  and  two  hours 
after  the  temperature  had  gone  down  to  100°.  She  made  a  good  recovery. 
As  long  as  a  patient  is  not  absolutely  in  a  dying  condition  he  will,  if 
properly  washed  out,  get  well.  Our  business  is  to  go  into  the  abdo- 
men at  once.  Get  your  instruments,  if  you  can ;  if  not,  go  ahead 
with  the  best  you  have.    The  wound  ought  to  be  closed  immediately. 

The  only  thing  we  can  do  is  to  decry  opium.  Let  everybody  know 
by  the  condition  of  the  patient  that  his  condition  is  dangerous.  Let 
all  thoroughly  understand  in  the  profession  generally  that  peritonitis 
means  some  traumatic  condition  that  must  be  removed.  Idiopathic 
peritonitis  is  certainly  a  thing  of  the  past.  I  have  seen  within  the 
last  year  ten  or  fifteen  cases  of  peritonitis.  In  every  case  it  could  be 
traced  to  a  distinct  cause.  I  have  seen  one  boy  with  a  knuckle  of 
intestine  through  a  band  of  adhesion,  without  any  indications  of  in- 
flammation, die  in  twelve  hours.  I  have  seen  others  with  the  perito- 
neum full  of  lymph  and  pus  get  well.  It  is  our  duty  to  act  and  act 
at  once.  I  have  seen  cases,  and  opened  them,  with  the  peritoneum  full 
of  pus,  washed  them  out,  and  they  got  well.  We  expect  almost  all 
these  cases  to  get  well.  I  opened  an  old  gentlemen  ten  days  ago  with 
obstruction  of  the  bowels.  The  colon  was  like  an  excavation  pipe. 
That  man  recovered.  The  next  morning  after  the  operation  there  was 
a  bucketful  of  feces  under  him  in  the  bed.  That  man  is  living.  Many 
of  these  cases  are  left,  and  you  have  seen  them  left  to  die,  when,  if 
we  made  the  effort,  we  might  save  some  few  of  them.  The  object 
of  this  meeting  is  to  educate  the  profession  up  to  know  that  the  danger 
exists,  and  that  they  should  not  cover  up  the  fact  that  it  does  exist 
with  opium.  I  have  been  sent  to  these  cases  of  appendicitis  and  found 
the  patient  battened  down  with  opium,  with  everything  to  indicate 
that  a  few  hours  would  be  the  last,  and  yet  the  physician  did  not 
recognize  the  danger  before  him. 

Dr.  Robert  T.  Morris,  of  New  York. — When  salines  are  not  well 
borne  by  the  stomach  they  can  just  as  well  be  injected  into  the  colon. 
Any  deliquescent  salt  or  glycerin  ;  anything  that  will  cause  osmosis  to 
the  colon,  will  bring  about  the  result  we  wish,  carrying  off  the  fluid  in 
which  the  organisms  are  growing  ;  carrying  off  ptomaines  and  giving 
relief  to  our  patients.  It  seems  to  me  we  can  get  almost  if  not  quite 
as  good  results  by  giving  these  remedies  by  the  rectum. 

Dr.  J.  M.  Baldy,  of  Philadelphia. — To  the  latest  treatment  of 
peritonitis,  quoted  by  Dr.  Myers,  the  treatment  laid  down  of  opium, 
stimulants,  and  beef-tea,  I  would  ask  to  add  one  more  element,  viz.,  the 
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undertaker,  for  I  think  he  will  he  required  in  most  cases  so  treated. 
The  sooner  the  present  instructors  stop  teaching  this  kind  of  treatment 
in  peritonitis  the  better,  and  the  better  still  for  the  laity  who  have  got 
to  go  to  their  students  for  treatment.  The  picture,  by  Dr.  Price,  of  the 
young  man  lying  on  his  back  and  the  physician  piling  in  the  opium, 
and  saying  his  patient  is  better  from  day  to  day,  is  one  we  are  all 
familiar  with.  I  have  seen  that  in  the  hands  of  some  of  the  best 
physicians  in  Philadelphia,  and  yet  within  six  short  hours  of  such 
treatment,  when  the  physician  had  said  there  wa.*  no  pus  and  no  imme- 
diate danger,  I  have  seen  that  belly  opened  and  two  or  three  or  four 
ounces  of  pus  discharged,  and  the  patient  has  died  from  the  shock 
of  the  operation,  or  more  properly  from  the  bad  treatment  he  has 
received  before. 

I  was  surprised  to  hear  Dr.  Davis  speak  of  giving  opium  to  relieve 
pain.  Anyone  who  has  given  salines  as  much  as  he,  cannot  have  failed 
to  notice  that  the  salines  relieved  pain  much  better  than  opium.  It 
is  hard  to  tell  just  what  cases  are  septic  and  what  are  not,  but  in  that 
distinction  lies  the  guide  as  to  where  he  will  use  salines  and  where  we 
will  stop  them.  In  all  cases  where  we  do  not  strongly  suspect  pus  I 
take  it  we  should  use  salines  first.  By  saying  that  medical  treatment 
should  be  instituted  first,  we  do  not  mean  it  should  be  carried  out  a 
week,  or  even  a  few  days,  arbitrarily  and  without  judgment.  I  use  the 
term  salines  in  a  general  way,  as  any  drastic  purgative  will  do  the 
work.  If  the  salines  are  going  to  relieve  and  cure  they  are  going  to 
do  it  quickly,  and  mighty  quickly  ;  as  soon  as  they  begin  to  act  suffi- 
ciently to  produce  free  purgation  the  patient  is  cured,  or  else  has  no 
chance  to  be  cured  by  medical  treatment.  The  treatment  then  is  the 
knife  and  the  knife  only.  A  great  many  cases,  probably  a  majority 
of  cases  of  peritonitis,  will  probably  be  cured  by  salines  if  the  drug 
is  properly  used.  If  it  is  not  cured  the  only  rational  way  of  treat- 
ment is  to  remove  whatever  is  causing  it.  I  know  of  no  case  in  this 
city  in  which  the  abdomen  has  been  opened  and  in  which  a  cause  has 
not  been  found. 

The  old  post-mortems  amount  to  nothing.  Twenty  years  ago  they 
did  not  know  of  the  diseases  which  we  now  know  are  the  most  common 
causes  of  peritonitis. 

One  of  the  gentlemen  asks  what  we  mean  by  free  pus  in  the  pelvis. 
Free  pus  in  the  pelvis  can  mean  but  one  thing :  pus  outside  the  Fal- 
lopian tubes  or  ovaries ;  a  pelvic  abscess  outside  of  this  source,  free  in 
the  pelvis,  bathing  all  the  walls  at  the  same  time.  In  all  those  cases 
the  intestines  and  the  omentum  bind  this  pus  in  from  above  and  make 
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it  a  local  abscess.  General  septic  peritonitis  with  pus  does  exist,  with- 
out that  pus  corning  from  a  ruptured  abscess. 

The  cases  of  appendicitis,  of  which  Dr.  Vander  Veer  speaks,  I 
would  like  to  refer  to.  Pus  is  pus,  and  if  it  is  in  the  abdomen  it  has 
got  to  come  out,  or  the  patient  goes  out.  I  cannot  conceive  why  Dr. 
Vander  Veer  or  anybody  else  wants  to  leave  it. 

Dr.  Vander  Veer. — You  misunderstood  me.  I  do  not  believe  in 
any  such  thing.    I  ask  how  far  must  we  go. 

Dr.  Baldy. — You  must  go  to  evacuation.  The  pus  must  be  let 
out.  In  regard  to  puerperal  cases  they  are  a  puzzling  set,  and  often 
it  is  impossible  to  say  whether  there  is  peritonitis  or  not.  The  Presi- 
dent will  remember  a  case  we  saw  together  recently,  in  which  the 
woman  had  almost  negative  symptoms.  The  only  symptom  of  any 
positiveness  was  slight  distention  of  the  abdomen — a  slight  degree  of 
fulness  on  one  side  more  than  on  the  other.  I  saw  that  case  first,  and 
was  assured  by  her  attending  physician  that  there  was  no  possibility 
of  any  trouble  from  the  vagina  or  uterus.  He  was  irrigating  and 
washing  it  out  two  or  three  times  a  day.  In  a  case  of  that  kind,  with 
those  symptoms,  the  woman  dying  of  evident  and  extreme  sepsis,  it 
seems  to  me  that  there  is  nothing  to  be  done  but  explore.  That  advice 
was  given,  but  it  would  have  been  a  mistake  in  that  case.  Sepsis  was 
entirely  from  the  vaginal  tract  and  the  uterus.  Sepsis  was  extreme. 
One  glance  at  the  vulva  and  vagina  told  the  tale.  There  had  been  a 
tremendous  tear  of  the  perineum  into  the  rectum.  It  extended  off  in 
the  region  of  both  broad  ligaments.  The  uterus  was  as  large  as  a 
fetal  head,  full  of  suppurating  matter.  The  great  mistake  there  was 
that  no  local  examination  was  made.  That  is  a  point  I  want  to  make  ; 
the  examination  should  be  thorough  in  such  cases.  Then,  if  nothing 
can  be  found  from  below,  I  cannot  see  why  we  should  allow  the  woman 
to  die  from  sepsis  if  there  is  any  chance  in  an  operation. 

Dr.  Davis. — I  believe  that  Dr.  Baldy  misunderstood  me  in  regard 
to  giving  opium  in  gunshot  wounds  of  the  abdomen.  I  think  I  stated 
plainly  that  if  I  were  called  to  a  man  stabbed  or  shot  in  the  abdomen, 
I  would  give  a  hypodermic  of  morphine  at  once  to  relieve  shock  and 
pain.  No  one  will  say  a  man  does  not  suffer  pain  from  an  abdominal 
wound.  I  would  give  opium  at  once  to  relieve  pain,  and  then,  even 
if  my  man  desired  to  sit  up  and  eat,  I  would  operate.  In  reply  to  Dr. 
Price,  I  do  not  care  how  severe  the  peritonitis,  I  believe  in  operating. 
But  if  we  have  cases  of  general  septic  peritonitis,  they  are,  as  a  rule, 
going  to  die.  If  we  have  pus  pockets  that  is  a  different  thing.  In 
reference  to  Dr.  Baldy's  statement,  I  recognize  the  fact  that  simple 
peritonitis  may  become  septic  peritonitis.    That  is  one  reason  why  I 
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give  salines,  viz.,  to  relieve  the  inflammation  of  the  intestines  and 
prevent  the  passage  of  germs  into  the  peritoneal  cavity,  which  will 
produce  septic  peritonitis. 

Dr.  George  H.  Rohe,  of  Baltimore. — I  do  not  know  that  I  can 
add  much  of  advantage  or  value  to  the  discussion,  yet  I  think  it  may 
be  well  to  remember  that  all  things  that  are  new  are  not  true,  and 
all  things  that  are  true  are  not  new.  Drs.  Joseph  Price,  M.  Price, 
and  Hoffman  say  they  have  not  seen  any  cases  of  idiopathic  perito- 
nitis, and  they  further  say  that  idiopathic  peritonitis  does  not  exist.  I 
would  commend  to  them  the  quotation  made  by  our  first  vice-presi- 
dent at  our  last  meeting  :  "  I  beseech  you,  brethren,  by  the  mercies 
of  God,  conceive  it  possible  that  you  may  be  mistaken."  It  is  hardly 
fair  to  accuse  a  man  who  has  no  better  light  of  being  an  idiot. 

Dr.  Hoffman. — He  ought  to  have  better  light. 

Dr.  Rohe. — We  do  not  always  recognize  the  light  when  we  see  it. 
It  is  probable  that  the  light  given  us  by  Drs.  Price  and  Hoffman  is 
the  true  light,  but  give  us  a  little  time  to  recognize  it,  give  those  out- 
side an  opportunity  to  recognize  it.  Let  us  be  as  bold  as  we  please  in 
action,  but  temperate  in  speech. 

Dr.  W.  L.  Robinson,  of  Danville,  Va. — This  has  been  an  interest- 
ing paper  to  me,  in  two  lines  especially,  i.  e.,  in  regard  to  the  abscesses, 
and  in  regard  to  the  insidiousness  of  the  attack ;  the  sudden  point  of 
danger  arising,  its  apparent  subsidence,  and  then  death  following  when 
least  expected. 

In  one  case  where  I  was  called  in  consultation,  a  young  man  had  been 
sick  a  few  days.  His  physician  had  thought  some  little  obstruction 
existed  in  the  bowels.  I  immediately  found  the  enlargement  around  the 
vermiform  appendix  and  advised  operation.  My  friend,  Dr.  Hunter 
McGuire,  of  Richmond,  was  called,  who  said  the  young  man  was  in 
such  fine  condition  he  would  rather  wait  twenty-four  hours,  if  he  had 
him  at  his  hospital.  That  man  had  had  a  distinct  chill  six  or  eight 
hours  before  I  saw  him.  I  insisted  there  was  pus  there  and  the  opera- 
tion was  performed.  The  sac  was  very  thin.  A  large  amount  of  pus 
was  present ;  the  vermiform  appendix  had  sloughed ;  the  offending 
thing  was  enclosed  in  its  own  wall.  From  the  time  I  saw  him  until 
twenty-four  hours  after  he  had  had  no  pain,  fever,  or  tenderness.  He 
was  not  under  opium,  but  he  had  been  before.  The  inflammation  had 
extended  up  the  ureter,  involving  the  kidneys,  and  there  was  an  ab- 
scess behind  the  liver.    He  died  three  days  afterward. 

One  week  after  that  I  was  called  to  see  a  case  with  my  partner  that 
he  had  seen  only  once  before — a  man  attending  to  his  duties  as  a 
clerk.    He  saw  him  in  the  morning  with  a  high  temperature,  not  even 
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calling  his  attention  to  the  fact  that  there  was  any  localized  pain  any- 
where. He  simply  gave  him  a  dose  of  mercurial,  followed  by  quinine, 
thinking  it  was  malarial  fever.  That  night  he  had  a  chill.  When  I 
saw  him  at  twelve  o'clock  he  was  pulseless,  unconscious.  We  used 
hypodermics  of  whiskey,  quinine,  etc.  Next  morning  the  patient  was 
free  from  fever,  with  a  good  pulse.  He  felt  so  well  that  my  partner  tele- 
phoned me  there  was  no  necessity  of  seeing  him.  I  insisted  upon  an 
operation.  He  did  not  have  any  fever  that  day,  and  little  or  none 
the  next  day.  The  pain  had  subsided,  there  was  still  an  enlargement. 
I  had  to  insist  on  an  operation  the  next  day,  although  the  man  was 
apparently  in  good  condition.  The  operation  was  performed,  a  large 
amount  of  pus  came  out,  a  drainage-tube  was  put  in  and  the  cavity 
washed  out.    He  died  in  three  days. 

The  last  case  I  saw  I  insisted  on  an  operation.  The  hardness  ex- 
tended down  to  the  pubic  bone  and  seemed  to  be  within  the  abdominal 
wall.  I  operated  ten  days  after  I  saw  him,  got  a  large  amount  of  pus, 
broke  up  the  adhesions  around  the  intestines,  and  packed  the  oozing 
surface  with  iodoform  gauze.  He  immediately  improved,  appetite  re- 
turned, all  symptoms  disappeared  and  he  seemed  to  be  doing  well. 
Three  days  after,  in  a  fit  of  vomiting,  he  felt  something  give  way.  It 
proved  a  rupture  of  the  bowel.  The  next  day  I  saw  the  contents  of 
the  intestines  pouring  out.  I  operated  immediately  and  made  an  arti- 
ficial anus.    He  died  a  few  hours  after  the  operation. 

The  difficulty  that  exists  in  my  section  of  the  country  is  to  get  per- 
mission to  operate  in  time. 

In  regard  to  anastomosis,  it  is  a  subject  I  am  a  good  deal  inter- 
ested in.  Allusion  was  made  this  morning  to  the  stricture  that  would 
occur.  When  you  have  a  gunshot  wound  of  the  bowel  you  have 
either  to  resect  or  you  will  have  still  more  stricture  in  that  bowel  than 
you  will  get  by  anastomotic  operation.  You  can  do  the  operation  in 
a  much  shorter  time  than  any  other  I  know  of.  I  would  advise  any 
man  who  proposes  to  do  the  operation  to  practise  on  the  lower  animals 
first. 

Dr.  James  F.  W.  Ross,  of  Toronto. — The  first  point  I  would  like 
to  emphasize  is  this :  we  may  have  appendicitis  existing  without  any 
symptoms  pointing  to  it.  Lately,  in  Toronto,  we  have  had  such  a  case, 
diagnosticated  first  as  typho-malarial  fever.  He  was  aspirated  for 
supposed  abscess  of  the  liver,  and  an  exploratory  operation  done  the 
following  day.  A  large  abscess  was  found  deep  down  in  the  pelvis. 
Pus  welled  up  and  came  through  the  wound  from  near  the  neighbor- 
hood of  the  cecum.  The  patient  was  an  intelligent  man,  and  gave  no 
symptoms  that  would  lead  his  physician  to  think  that  any  such  thing 
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would  be  found.  I  read  at  the  meeting  of  the  Ontario  Medical  Asso- 
ciation, in  June,  a  paper  on  this  same  subject.  I  wish  to  impress  upon 
general  practitioners  that  in  all  cases  of  acute,  as  well  as  chronic  and 
tubercular,  peritonitis  the  abdomen  should  be  opened.  I  related  cases 
of  that  kind  in  the  paper  referred  to.  I  felt  at  that  time  that  my 
hands  were  tied.  The  discussion  showed  that  the  old  opium  treatment 
has  not  been  abandoned.  I  am  sorry  to  find  that  is  also  the  case  in 
Philadelphia,  as  Dr.  Price  has  told  us.  Opening  the  peritoneum  can 
do  no  harm  when  it  is  already  inflamed.  I  consider  that  in  nearly  all 
cases  of  so-called  idiopathic  peritonitis  we  will  find  some  cause.  I  had 
one  melancholy  experience  two  months  ago.  I  operated  on  a  patient 
in  a  dying  condition  when  I  saw  her ;  I  found  a  suppurating  ovarian 
cyst  on  one  side,  and  a  suppurating  hematocele  on  the  other.  These 
had  not  been  recognized,  and  the  abdomen  was  so  distended  with  fluid 
and  so  tympanitic  that  I  could  not  make  a  diagnosis.  She  lived 
only  twelve  hours  after  being  taken  off  the  table.  That  case  taught 
me  a  lesson.  If  I,  to-day.  were  taken  with  peritonitis  I  would  ask 
to  have  my  peritoneal  cavity  opened  to  see  what  was  the  cause.  I 
believe  we  have  idiopathic  pleuritis  and  also  peritonitis,  but  it  is  a  rare 
disease.  As  regards  the  treatment  of  puerperal  peritonitis  I  would 
like  to  hear  Dr.  Price  say  something  more  in  regard  to  immediate 
operation.  His  operations  were  done  after  some  weeks.  They  pulled 
through  the  acute  attack,  and  then  he  operated  with  this  splendid 
result  of  five  recoveries.  Mr.  Tait  has  operated  on  cases  of  puer- 
peral fever  and  has  not  been  successful.  He  believes  that  the  only 
thing  to  do  is  to  take  out  the  uterus  in  such  cases,  because  we  have  a 
septic  focus  infecting  the  system.  The  one  case  reported  in  Germany 
in  which  the  uterus  was  removed  with  recovery  was  the  case  which 
perhaps  led  Mr.  Tait  to  take  this  view  about  the  matter.  Of  course, 
amputation  of  the  pregnant  uterus  is  a  serious  matter. 

Dr.  Price,  closing  the  discussion. — We  have  had  rather  a  free 
discussion  from  a  class  of  men  who  have  a  right  to  express  themselves 
plainly.  They  have  all  had  painful  and  distressing  experiences,  due 
to  culpable  delay,  and  witnessed  some  sad  death-scenes,  and  the  sug- 
gestion of  moderation  comes  upon  us  like  a  load  of  hot  shot.  Had 
not  I  seen  dozens  and  dozens  of  young  and  old  dying,  battened  down 
with  opium,  I  would  not  be  stimulated  to  oppose  my  friend  from 
Baltimore.  We  all  feel  intensely  about  this  opium  subject,  and  we 
have  a  right  to.  We  have  a  right  to  say  that  the  present  instructors 
ought  not  to  teach,  as  they  do,  the  free  use  of  opium  without  a  diag- 
nosis and  a  clear  recognition  and  an  indication — without  following 
abdominal  and  pelvic  surgeons  for  a  while.    If  the  teachers  of  thera- 
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peutics  and  practice  of  medicine  will  only  follow  the  abdominal  sur- 
geons carefully  we  will  cure  them  of  a  chronic  disease  from  which  they 
have  all  been  suffering  for  many  years,  the  opium-habit.  My  brother 
was  exceedingly  moderate.  I  am  surprised  that  he  was  so  moderate. 
I  am  surprised  that  he  did  not  give  you  a  history  of  a  great  many 
cases  he  has  treated  in  this  city  and  outside  of  it  that  he  found  suffering 
from  opium  and  delay. 

It  has  been  a  habit  of  mine  for  years  to  discuss  this  whole  subject 
carefully  with  my  friends  at  home  and  abroad.  I  have  discussed  it 
in  Ohio,  Tennesee,  Virginia,  and  Illinois,  carefully  with  my  friends. 
I  commonly  asked  the  question  while  travelling:  "  How  many  deaths 
have  you  had  in  your  town  from  stab  and  gunshot  wounds,  and  how 
many  from  appendicitis?"  I  always  discuss  this  question  with  my 
friends ;  visitors  from  Canada  and  parts  of  our  country  all  tell  me  of 
a  number  of  cases.  I  wish  to  refer  to  a  paper  published  in  New  York 
by  a  writer  who  placed  the  operative  cases  beside  the  non-operative 
cases,  to  prove  that  the  non-operative  cases  did  the  best.  I  am  going 
to  deal  with  him  briefly.  Three  weeks  ago,  while  in  Asheville,  N.  C, 
I  asked  a  medical  friend  my  old  question :  "  Any  gunshot  or  stab 
wounds  in  this  country  ?  "  Yes,  a  couple  of  weeks  ago — I  am  only 
going  to  state  two  cases ;  I  can  state  forty  if  you  so  desire.  My 
brother  is  making  a  collection  of  non-operative  cases  that  died  from 
non- operative  treatment,  from  opium,  from  want  of  early  diagnosis, 
from  ignorance  and  sublime  stupidity. 

Now  the  Asheville  case.  Two  weeks  ago  a  man  was  shot  and  two 
physicians  went  out  and  fixed  up  a  hospital  in  a  freight  car,  sewed 
up  carefully  the  bullet-holes  in  his  intestines  and  he  got  well.  Prompt 
work ;  good  surgery  done  on  a  mountain  ;  pure  air  ;  recovery.  Opera- 
tive case  No.  1. 

My  friend,  Dr.  Dean,  of  Spartanburg,  spent  some  weeks  here  a  short 
time  ago ;  went  back  ;  soon  after  his  return  a  man  was  shot ;  he  en- 
treated the  two  physicians  in  attendance  to  go  back,  open  this  man, 
wash  him  out,  stitch  up  the  holes,  and  give  him  a  chance  to  get  well. 
In  twenty-four  hours  he  was  dead.    Non-operative  case  No.  2. 

At  Lexington,  Ky.,  the  Col.  Goodloe  case ;  he  was  battened  down 
with  opium  ;  covered  with  slimy  poultices.  In  forty-eight  hours  he 
died.  This  is  distinctly  a  non-operative  case,  No.  3.  When  it  was  seen 
that  he  was  going  to  die  an  attempt  was  made  to  save  his  life.  This, 
of  course,  does  not  place  him  under  the  head  of  operative  cases,  as 
some  would  place  him.  A  few  weeks  later  a  boy  was  shot  in  Lexing- 
ton, the  same  city.    Dr.  David  Barrow  saw  him,  opened  him  at  once, 
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washed  him  out,  stitched  the  six  perforations  up  and  drained.  The 
boy  got  well  speedily.    Operative  case  No.  4. 

I  can  give  you  a  great  number  of  these  cases,  both  at  home  and 
abroad.  I  should  like  to  see  this  opium  question  thrown  out  of  the 
pharmacopoeia  absolutely.  If  we  are  to  have  the  same  old  class  of 
instructors  I  trust  they  will  have  the  wisdom  to  follow  the  abdominal 
surgeons  a  little  while,  to  recognize  the  follies  and  evils  of  their  teach- 
ing. I  want  to  refer  to  Dr.  Clark's  opium-habit.  Stephen  Smith 
gave  us  a  very  beautiful  picture  of  it  at  Newport  last  year.  Five  or 
six  prominent  physicians  took  part  in  the  discussion.  Some  four  gen- 
tlemen with  large  experience,  belonging  to  the  two  schools,  the  new 
school  of  surgery  and  the  old  school  of  surgery,  followed  in  this  dis- 
cussion. A  gentlemen  from  the  West  stated  a  case  where  a  number  of 
physicians  saw  a  patient  with  greatly  distended  abdomen.  At  the 
eleventh  hour  an  old  gray-headed  physician  came  in.  He  lost  no  time 
to  go  home  for  instruments.  He  simply  took  a  knife  from  his  pocket 
and  opened  the  abdomen  and  evacuated  gallons  of  pus  from  the  huge 
abdominal  abscess.  The  next  day,  to  his  surprise,  he  found  the  patient 
conscious,  bright,  and  cheerful.  Dr.  Smith  after  this  took  the  floor 
and  stated  that  he  had  been  Dr.  Clark's  resident  during  the  trial  of 
the  opium  treatment  of  puerperal  peritonitis  in  Bellevue  Hospital.  He 
was  selected  from  among  the  residents  because  he  was  looked  upon  as 
bold.  He  was  to  give  the  opium  in  large  doses.  He  did  so  in  some 
Ave  cases ;  they  lay  there  some  two  or  three  weeks  narcotized,  and  about 
this  time  the  fourth  or  fifth  case  of  puerperal  fever  developed.  He 
was  thoroughly  disgusted  himself  with  the  opium  treatment.  While 
Dr.  Clark  had  given  instructions  to  batten  them  all  down  with  opium, 
in  the  fifth  case  he  pushed  and  crowded  calomel  and  got  positive  good 
results  in  a  few  hours.  The  following  morning  the  patient's  abdomen 
was  collapsed  and  the  bowels  moved.  Dr.  Clark  brought  a  number 
of  friends  to  flourish  the  result  of  the  opium  treatment,  but  struck  the 
wrong  case  first.  The  others  were  all  nearly  ready  to  die,  and  the 
calomel  patient  recovering  speedily.  In  regard  to  the  presence  of 
lymph  and  pus  in  the  abdomen  I  was  called  to  see  a  prominent  man 
in  his  thirteenth  attack  of  appendicitis.  This  man  had  had  his  opium 
freely  and  died  promptly.  I  saw  him  in  collapse  and  said  he  would 
be  dead  in  three  hours,  and  he  was  dead  in  two  and  a  half.  The 
undertaker  in  preserving  the  body  plunged  in  an  ordinary  trocar. 
He  told  me  he  evacuated  a  small  pailful  of  pus  from  his  abdomen.  I 
have  consulted  the  undertakers  in  regard  to  cases  dying  from  appen- 
dicitis. They  have  given  very  satisfactory  answers.  The  professors 
of  theory  and  practice  of  medicine  are  wholly  unreliable  in  their  state- 
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ments  of  records  of  pelvic  and  abdominal  trouble.  Professor  Da  Costa 
once  said  that  in  the  chest  we  could  come  to  some  conclusion  as  to  the 
nature  of  the  trouble,  but  in  the  abdomen  he  was  at  a  loss.  Some 
years  ago,  while  talking  this  subject  over  with  a  popular  professor  of  the 
theory  and  practice  of  medicine  and  specialist  in  pathology,  I  displayed 
a  large  number  of  pus  tubes.  He  said  to  me,  "  Doctor  I  had  a  great 
number  of  those  in  my  post-mortem  work.  You  will  find  them 
recorded  in  Archive  D."  I  looked  the  subject  up  most  carefully  and 
could  not  find  a  single  utterance  from  him  on  the  subject.  He  took 
pains  to  tell  me  he  had  found  pus  tubes  in  the  pelvis.  Before  the  sur- 
geons found  extra-uterine  pregnancy  the  pathologists  never  found  it. 
Until  surgeons  taught  them  there  was  such  a  murderous  disease  as 
ectopic  pregnancy  they  never  found  it. 

I  have  spoken  of  the  operative  and.  non-operative  cases,  and  the 
results  in  each.  A  word  in  regard  to  the  one  puerperal  case,  of  the 
dirty  uterus  that  was  emptied.  Someone  called  me  out  yesterday  and 
said  they  had  a  perforated  uterus.  They  found  a  perforation  of  the 
uterus.  They  had  irrigated  and  drained.  My  instructions  were  to 
irrigate  and  drain  carefully  ;  if  there  were  any  bad  symptoms  open 
the  abdomen,  irrigate  and  drain  again  from  above.  The  case  of  the 
bicornate  uterus  I  scarcely  consider  a  justifiable  case.  It  was  a  dirty 
case  and  should  have  been  cleaned.  Mr.  Tait  has  no  right  to  teach  a 
slaos  of  ambitious  operators  to  amputate  the  uterus  in  such  cases. 
Intra-uterine  surgery  and  obstetrics  are  not  lost  arts. 

Chronic  cases  of  appendicitis  and  peritonitis  differ  very  much  from 
the  acute  cases,  also,  in  pus.  I  wish  to  answer  Dr.  Shoemaker,  and 
at  the  same  time  allude  to  what  Dr.  Baldy  said,  when  he  classed  them 
all  as  medical  cases  ;  he  meant,  if  there  is  nothing  you  can  put  your 
fingers  upon.  If  there  is  anything  in  the  pelvis  or  abdomen  he  can 
put  his  fingers  upon,  he  is  not  going  to  consign  the  case  to  medical 
treatment.  In  the  case  referred  to  by  Dr.  Shoemaker,  a  puerperal 
case,  occasionally  you  will  find  the  symptoms  alone  are  sufficient  with- 
out resorting  to  medical  treatment.  The  tenderness,  distention,  and 
pain  are  sufficient  to  justify  surgical  procedure.  Dr.  Baldy  removed 
a  tube  a  few  years  ago  ;  he  recognized  trouble  on  one  side.  It  was  so 
in  this  case.  The  tube  was  black,  there  was  general  peritonitis,  the 
bowels  all  glued  together.  In  those  cases  it  is  well  to  free  these  friable 
adhesions,  flushing  them  clear  to  the  diaphragm  and  draining  carefully. 
Usually  they  get  well.  There  is  but  one  treatment  for  purulent  peri- 
tonitis— section,  irrigation,  and  drainage — and  it  is  the  simplest, 
quickest,  and  surest  of  all  known  methods.  In  puerperal  cases  you 
can  often  strip  the  tube  from  the  crest  of  the  broad  ligament.  Those 
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attacks  of  general  peritonitis  are  due  in  many  cases  to  rupture  and 
leakage  of  large  pus  sacs.  These  which  I  show  here  are  both  acute 
puerperal  cases.  Their  lives  were  saved  and  the  disease  remained 
chronic  because  the  pus  was  confined  in  these  pus  conduits.  I  have 
no  doubt  that  was  due  to  filth. 

I  will  refer  to  Dr.  Vander  Veer's  question.  Multiple  intra-abdomi- 
nal abscesses  are  difficult  to  treat,  indeed.  You  usually  will  find  them 
not  in  acute  cases,  but  in  chronic  cases.  Some' deaths,  I  think,  are  due 
to  the  toxic  effect  of  mercury.  We  can  report  a  series  of  six  recov- 
eries or  more,  and  the  patients  were  terribly  ill,  and  the  operations 
done  promptly.  This  drawing  will  illustrate  beautifully  these  leak- 
ages. This  woman  carried  these  pus  sacs  fourteen  years.  She  has 
suffered  many  attacks  of  peritonitis.  Has  had  her  eye  muscles  cut  six 
times  for  these  big  pustules.  You  can  demonstrate  with  the  specimen 
in  your  hand  the  recurring  attacks.  You  will  find  evidence  of  leak- 
age there  by  the  fresh  lymph.  You  will  see  that  the  fimbriated  ex- 
tremity is  like  a  sucker's  mouth,  and  often  the  weak  point  at  which 
leakage  takes  place. 

One  of  the  gentlemen  reported  a  case  of  appendicitis  that  died  in 
three  days.  If  his  surgery  had  been  a  little  more  thorough  I  am  sat- 
isfied that  patient  would  have  lived  longer  than  three  days. 

Dr.  Davis  has  truly  said  that  drainage  of  gas  and  contents  of  bowel 
will  permit  ready  replacing  of  the  bowel.  You  need  have  no  fear  of 
stabbing  the  bowel  in  one  or  twenty  places  if  you  stitch  them  up 
carefully. 

The  case  my  brother,  Dr.  M.  Price,  referred  to,  I  looked  upon  as 
simply  a  hopeless  case.  He  emptied  the  large  bowel,  and  I  think  the 
small  bowel,  of  gallons  of  contents,  a  free  drainage  of  gas  and  fluid. 
I  alluded  this  morning  to  the  open  treatment  in  bad  cases.  As  little 
surgery  as  possible,  but  well-directed  surgery. 

Opium,  again  let  me  refer  to  it  in  conclusion,  should  be  strictly  with- 
held until  the  diagnosis  is  made.  If  the  physician  makes  a  diagnosis 
he  can  then  use  his  judgment,  provided  he  has  some  pathological  and 
surgical  knowledge.  Otherwise,  a  surgeon  should  see  the  patient  before 
any  treatment  is  adopted. 


SOME  OF  THE  DIFFICULTIES  MET  WITH  IN 
ABDOMINAL  SURGERY,  AS  ILLUSTRATED 
BY  CASES  FROM  PERSONAL  RECORDS. 


By  A.  YANDER  VEER.  M.D., 

ALBANY,  N .  Y. 


I  have  thought  it  well  to  present  these  cases  that  to  myself 
have  suggested  many  anxious  thoughts  and  some  misgivings.  It 
has  seemed  to  me  wiser  to  do  this  than  to  offer  a  series  of  cases 
covering  a  number  of  months  since  my  last  records  were  given  to 
the  profession.  It  would  be  far  more  pleasing  to  offer  a  full  report 
of  all  cases  operated  on,  but  such  a  report  would  necessarily  contain 
a  number  of  simple  cases,  without  interest  in  diagnosis  or  treat- 
ment. It  is  also  true  that  in  presenting  these  cases  as  I  do,  the 
cynic  and  the  iconoclast  may  visit  upon  me  an  undue  amount  of 
criticism.  This  is  something,  however,  that  can  be  taken  care  of 
in  the  future.  What  I  desire,  is  to  bring  out  the  sti'ong  fact  that 
the  reading  and  thinking  public,  the  intelligent  classes,  have  been 
led  to  believe  that  the  surgeon  can  successfully  do  almost  any 
operation  within  the  pelvis  and  abdomen. 

Is  this  true? 

As  one  doing  considerable  abdominal  surgery  in  a  large  section 
of  country,  I  must,  looking  at  the  subject  from  one  standpoint, 
answer  the  question  in  the  negative.  Looking  at  it  from  another 
standpoint,  I  can  most  earnestly  answer  it  in  the  affirmative.  The 
factors  that  will  ever  enter  into  the  latter  answer  are  the  early 
recognition  of  abdominal  disease  by  the  family  physician,  and  also 
the  desire  to  call  the  surgeon  early,  if  only  to  make  a  diagnosis. 

The  negative  answer  is  one  with  which  the  public  is  greatly 
concerned.  What  can  we  promise  to  the  friends  of  the  patient 
whose  case,  either  from  traumatism  or  acute  or  chronic  conditions, 
becomes  one  for  abdominal  surgery?    We  know  that  the  accumu- 
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lated  experience  of  the  past  few  years  has  thrown  upon  this  subject 
an  immense  flood  of  light ;  but  more  is  needed.  This  paper  is 
offered  with  the  hope  that,  as  the  subject  emerges  from  discussion, 
it  may  be  clearer  to  us  all. 

Case  I. — Miss  S.  M.,  aged  twenty-four  years,  a  domestic.  Admitted  to 
the  Albany  Hospital,  September  17,  1888.  She  gave  the  history  of  a  tumor 
first  noticed  eighteen  months  previously,  and  which  was  diagnosticated  soon 
after  as  being  entirely  within  the  pelvis.  Her  menstruation  had  been  fairly 
regular,  but  during  the  past  six  months  the  tumor  had  grown  quite  rapidly, 
giving  her  more  pain,  and  she  was  losing  flesh  so  rapidly  as  to  alarm  her 
friends.    Up  to  this  time  she  had  opposed  an  operation. 

On  careful  examination  the  tumor  was  found  to  fill  the  pelvis  and  to 
extend  to  the  umbilicus,  and  was  somewhat  sensitive  and  movable  as  the 
patient  was  turned  from  side  to  side.  No  ascites.  Tumor  was  hard  and 
elastic.  Cervix  well  defined,  but  the  body  of  the  uterus  could  not  be  out- 
lined. 

Diagnosis:  Probable  fibro-sarcoma  of  the  broad  ligament.  Exploration 
by  abdominal  section  was  advised,  with  a  view  to  remove  the  growth,  if 
possible. 

Operation,  September  27,  1888 :  The  tumor  was  found  to  occupy  about 
the  position  described  above,  and  was  entirely  connected  with  the  left  broad 
ligament,  with  many  deep  adhesions  within  the  pelvis  and  about  the  sigmoid 
flexure. 

No  abdominal  adhesions  of  importance.  A  number  of  ligatures  were 
applied  to  the  points  of  adhesion,  and  the  pedicle,  made  from  the  broad 
ligament  and  the  adhesions,  was  secured  by  a  Staffordshire  knot.  The 
pelvis  was  cleansed  by  sponging,  and  no  serious  oozing  appearing,  the 
abdomen  was  closed  without  drainage  in  the  usual  manner. 

The  patient  rallied  from  the  operation,  and  did  well  until  the  beginning  of 
the  third  day,  when  nausea  began,  followed  in  twelve  hours  by  vomiting. 
Rectal  injections,  small  doses  of  calomel,  and  one-drachm  doses  of  sulphate 
of  magnesium  failed  to  produce  any  movement  of  the  bowels,  and  but  little 
gas  passed.  Patient  did  not  suffer  very  severe  pain,  but  there  was  consider- 
able distention  of  the  abdomen  from  intestinal  gas.  The  vomited  material 
at  first  was  spinach -like  ;  a  few  hours  before  her  death  it  became  more  fecal 
in  character.  The  patient  died  about  4  P.M.,  October  2d,  death  beginning 
with  cold  hands  and  feet. 

I  thought  that  she  died  from  traumatic  peritonitis,  but  the  autopsy  showed 
that  a  coil  of  the  ileum  had  become  attached  to  the  sigmoid  flexure,  where 
the  adhesions  had  been  separated,  and  had  doubled  upon  itself,  causing 
obstruction  of  the  bowels,  which  was  the  true  cause  of  death. 

This  was  in  October,  1888.  Who  will  deny  that — had  I  opened 
the  abdomen  on  the  third  day,  found  the  point  of  obstruction, 
loosened  the  adhesions,  and  flushed  the  abdominal  cavity  with  hot 
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water — the  patient  would  have  recovered  ?  Again,  in  all  such 
cases,  especially  where  we  have  reason  to  believe  that  the  growth  is 
a  sarcoma,  or  a  true  carcinoma,  with  adhesions,  is  it  not  better  to 
flush  the  cavity  and  leave  it  filled  with  fluid,  not  using  a  drainage- 
tube,  in  order  that  the  intestines  may  continue  to  float  for  some 
time  after  the  operation? 

Case  II. — Mrs.  H.  M.,  aged  thirty-one  years,  married,  the  mother  of 
three  living  and  healthy  children,  of  which  the  oldest  is  aged  six  years. 
Family  history  good.  Father  died  at  the  age  of  fifty-three  years  of  paralysis, 
though  he  occasionally  suffered  from  stomach  trouble.  Mother  living  at  the 
age  of  sixty.    Three  brothers  and  four  sisters  living. 

The  patient  began  to  menstruate  at  the  age  of  fourteen  years,  and  was 
regular  up  to  seven  months  ago,  when  the  flow  ceased.  When  nineteen 
years  old  she  had  an  attack  of  what  was  termed  dyspepsia,  and  was  very  ill 
for  two  months.  Since  then  she  has  had  similar  attacks  about  once  a  year, 
lasting  from  two  to  three  months.  They  are  always  accompanied  with  more 
or  less  pain  throughout  the  abdomen.  Her  last  child  was  born  in  July,  1887, 
and  since  then  she  has  had  more  or  less  nausea,  with  vomiting,  and  has 
gradually  lost  flesh. 

About  the  latter  part  of  July,  1888,  she  noticed  an  enlargement  in  the 
abdomen  a  little  to  the  right  of  and  above  the  umbilicus.  Her  family  physi- 
cian had  called  three  or  four  consultants,  and  the  consensus  of  opinion  was 
that  she  had  carcinoma  of  tbe  pylorus. 

She  was  admitted  to  the  Albany  Hospital,  November  20,  1880.  She  was 
much  emaciated.  There  was  little  intestinal  distention,  except  aboufc  the 
ileo-cecal  region.  Above  this  point  could  be  felt  a  hard  mass,  nearly  cir- 
cular in  outline,  and  about  the  size  of  two  fingers.  She  had  been  much 
constipated  at  times,  but  whenever  her  bowels  could  be  moved  and  be  kept 
moving  she  felt  much  better.  When  she  vomited  it  was  first  the  food  or 
drink  that  she  had  recently  taken,  then  a  dark,  greenish-looking  fluid,  at 
times  becoming  fecal  in  appearance  and  odor.    Stomach  not  distended. 

I  believed  that  she  had  a  malignant  growth  implicating  some  portion  of 
the  intestine  near  the  ileo-cecal  region. 

An  exploratory  section  was  advised,  with  the  understanding  that  if  pos- 
sible the  growth  should  be  removed.  1  was  also  prepared  to  do  an  intestinal 
anastomosis,  if  that  became  necessary. 

Operation,  November  23,  1888  :  A  section  through  the  right  linea  semi- 
lunaris was  made,  the  patient  having  been  previously  prepared.  There  was 
found  a  projecting  tumor  near  the  junction  of  the  ascending  and  transverse 
colon,  from  which  adhesions  extended  around  the  gut,  entirely  closing  its 
calibre.  The  tumor  seemed  to  pull  down  and  hold  the  intestines  quite  firmly 
in  the  lumbar  regions.  I  loosened  these  adhesions  and,  believing  the  tumor 
to  be  malignant,  concluded  that  it  was  best  to  make  the  operation  as  short  as 
possible  ;  hence,  after  exploring  the  pyloric  end  of  the  stomach,  I  closed  the 
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wound.  Though  very  weak  she  bore  the  operation  well,  and  returned  to  a 
fairly  good  condition  within  twelve  hours. 

The  wound  closed  perfectly,  and  the  patient  had  a  number  of  good  fecal 
movements  in  the  few  days  following  the  operation.  She  vomited  occasion- 
ally, and  at  times  there  would  be  traces  of  blood  with  the  mucus  from  the 
stomach,  but  no  substance  resembling  fecal  fluid  was  ever  observed.  After 
the  tenth  day  she  was  able  to  take  more  food  than  at  any  time  for  a  year 
previously.  At  times  she  complained  of  distress  about  the  stomach,  saying 
that  it  was  distended  with  gas,  and  that  she  still  felt  the  old  indigestion.  At 
times  she  would  feel  much  better,  and  she  gained  sufficiently  to  walk  about 
her  room.  At  other  times  for  a  day  or  two  she  would  frequently  vomit  a 
dirty,  brownish-looking  fluid.  She  could  not  take  solid  food  with  comfort. 
Bowels  would  move  each  day  with  the  aid  of  a  mild  enema.  During  her 
convalescence  she  occasionally  took  anodynes,  but  not  to  any  extent.  Cocaine 
often  relieved  the  gastric  distress,  as  did  various  other  remedies. 

She  returned  to  her  home,  December  19th,  much  improved  in  her  general 
health.  To  her  husband,  herself  and  friends  I  stated  that  she  had  a  malig- 
nant growth  which  it  would  not  be  safe  to  undertake  the  removal  of,  and 
that  the  occasional  unpleasant  symptoms  were  probably  due  to  secondary 
deposits  in  the  walls  of  the  stomach.  At  her  home,  as  her  family  physician, 
Dr.  Popen,  informed  me,  she  remained  very  comfortable  for  weeks.  At 
times  the  tumor  was  more  distinct  than  at  others.  At  one  time,  for  a  few 
days,  she  seemed  so  well  that  her  husband  cauje  to  my  office  and  asked  me 
rankly  if  it  were  not  possible  that  a  mistake  had  been  made  in  the  diag- 
nosis. But  gradually  the  vomiting  of  mucus,  and  especially  recently-taken 
fluids,  became  more  serious,  and  she  finally  died  of  exhaustion. 

Autopsy,  made  by  Drs.  Popen,  Marselius,  and  Macdonald,  revealed  an 
hour-glass  contraction  of  the  stomach  near  the  cardiac  end  ;  bands  of  adhe- 
sions closing  the  stomach  so  completely  that  only  a  probe  could  be  passed 
through  the  stricture.  These  adhesions  were  very  firm.  The  entire  intes- 
tinal tract  was  normal.  The  supposed  malignant  tumor  proved  to  be  a 
displaced  kidney,  firmly  adherent  in  its  new  position,  but  normal.  I  think  it 
not  improbable  that  at  one  time  this  was  a  floating  kidney,  that  at  times  it 
produced  sympathetic  disturbance  of  the  stomach,  that  she  had  many  attacks 
of  acute  gastritis,  occasionally  accompanied  with  local  peritonitis,  and  that  in 
one  of  these  latter  attacks  the  kidney  became  fastened  by  the  new  adhesions. 

Should  I  have  discovered  the  hour-glass  contraction  of  the 
stomach  at  the  time  that  I  made  the  section  ?  If  I  had,  is  there 
much  probability  that  I  could  have  loosened  the  adhesions  ?  The 
latter,  I  believe,  could  have  been  done  by  making  an  anastomosis 
of  the  lower  end  of  the  duodenum  or  upper  portion  of  the  jejunum 
with  the  cardiac  end  of  the  stomach.  But  would  we  have  been 
justified  in  doing  this  in  the  face  of  our  supposed  malignant  tumor? 
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Case  III. — Mrs.  L.  R.,  married,  no  children ;  family  history  of  tubercu- 
losis. She  has  some  cough,  and  marked  dulness  over  the  apex  of  the  left 
lung. 

Admitted  to  the  Albany  Hospital,  November  10,  1888.  One  year  ago  she 
noticed  an  enlargement  on  the  right  side  of  the  abdomen,  which  has  gradu- 
ally increased,  and  she  now  presents  a  well-marked  ovarian  cyst.  Operation 
was  advised,  to  relieve  the  patient  of  her  anxiety,  in  the  belief  that  she  had 
sufficient  strength  to  recover. 

Operation,  November  12,  1888 :  The  pedicle  was  very  short,  and  was 
ligated  with  soft  Chinese  silk,  which  I  had  previously  used  in  similar  opera- 
tions, but  in  this  instance  the  wax  had  been  removed,  which  made  the  silk 
very  soft,  pliable,  and  easily  handled.  This  patient  did  well  until  the  end  of 
the  third  day,  when  she  began  to  show  signs  of  septic  peritonitis,  and  died 
soon  afterward. 

Autopsy  :  The  ligature  was  found  completely  softened,  loosened,  and  very 
friable.  There  had  been  some  hemorrhage,  but  not  extensive,  from  the 
pedicle,  and  the  whole  peritoneal  cavity  was  filled  with  pockets  of  pus. 

It  is  possible  that  the  general  constitutional  condition  of  this 
patient  may  have  had  something  to  do  with  the  causation  of  the 
peritoneal  complication,  but  undoubtedly  the  imperfect  ligature 
acted  as  the  exciting  cause. 

There  is  no  doubt  that  the  patient  would  have  been  benefited  by 
reopening  the  abdomen  on  the  fourth  day,  washing  it  out,  putting 
in  a  drainage-tube,  and,  if  necessary,  controlling  hemorrhage. 
The  case  has  been  a  warning  to  me  not  to  make  use  of  this  kind  of 
ligature. 

Case  IV. — Mrs.  Q.  T.,  aged  fifty-one  years,  has  had  one  child  and  several 
miscarriages.  Her  family  history  is  good.  She  first  noticed  an  enlargement 
of  the  abdomen  some  five  years  ago,  but  it  has  become  more  marked  during 
the  past  two  years,  and  especially  during  the  past  year  and  a  half.  She  has 
lost  much  flesh. 

The  patient  has  passed  through  much  family  affliction,  losing  her  only 
child  at  the  age  of  twenty  years,  and  her  parents  soon  after.  Her  menstrua- 
tion has  usually  been  regular,  but  at  times  very  excessive.  During  the  past 
year  the  flow  has  not  been  so  great,  and  has  occurred  every  two  or  three 
months  only. 

In  the  past  three  years  she  has  had  a  number  of  attacks  of  local  peritonitis 
accompanied  with  much  pain,  and  has  been  obliged  to  take  morphine  freely, 
having  taken,  for  a  long  time  previous  to  the  operation,  eighteen  grains  in 
the  twenty- four  hours.  Her  physician  had  made  the  diagnosis  of  ovarian 
tumor,  and  this  I  had  only  to  confirm,  though  believing  that  it  was  possibly 
complicated  with  a  fibroid  of  the  uterus. 

The  case  was  plainly  a  multilocular  tumor,  and  could  be  easily  defined 
wben  I  first  saw  the  patient  with  Dr.  L.,  and  while  agreeing  with  him  as  to 
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the  necessity  of  an  operation,  yet  I  was  anxious  to  postpone  it,  if  possible, 
until  the  weather  became  somewhat  cooler.  However,  she  was  losing  ground, 
and  while  she  had  previously  opposed  an  operation,  it  was  now  evident  to 
her  that  her  only  hope  was  in  an  operation.  She  was  anxious  to  be  tapped, 
but  this  we  positively  declined  to  do,  assuring  her  that  it  could  do  little  good, 
there  being  evidences  of  many  cysts.  Her  face  presented  the  appearance  so 
characteristic  of  ovarian  disease. 

Her  condition  grew  so  serious  that  we  concluded  to  do  the  operation.  We 
prepared  a  room  in  her  own  house,  and  secured  two  of  my  best  trained 
nurses.  The  patient's  friends  were  opposed  to  the  operation,  and  some  of 
my  acquaintances  thought  I  was  foolish  to  operate  in  so  serious  a  case. 

Operation,  August  28,  1889  :  The  tumor  was  composed  of  more  cysts  than 
I  had  ever  seen,  and  their  contents,  in  color,  consistence,  etc.,  were  as  varied 
as  possible.  There  were  adhesions  to  every  organ  within  the  abdominal 
cavity.  These  were  loosened  by  a  sponge  and  the  fingers,  and  much  time 
was  consumed  in  applying  ligatures.  A  long  and  tedious  operation  resulted 
iu  the  removal  of  a  tumor  weighing  fifty-six  pounds.  (The  patient's  average 
weight  in  early  life  was  ninety  pounds.)  The  abdomen  was  thoroughly 
flushed  with  hot  water,  which  was  allowed  to  remain.  A  glass  drainage-tube 
was  placed  in  the  lower  end  of  the  incision.  For  three  days  the  hemorrhage 
was  considerable,  and  at  times  so  serious  as  to  give  me  much  anxiety.  I 
then  suggested  to  Dr.  Macdonald,  my  assistant,  who  had  remained  with  the 
patient  at  night,  to  inject  a  solution  of  the  subsulphate  of  iron  through  the 
tube.  Hemorrhage  then  ceased,  oozing  grew  less  and  less,  and  the  tube 
was  removed  on  the  ninth  day.  The  patient  for  forty-eight  hours  required 
large  doses  of  morphine,  after  that  less,  and  in  time  she  reached  a  very  small 
dose,  and  I  think  that  the  habit  is  now  broken.  She  made  a  good  recovery, 
and  to-day  herself  and  friends  are  more  than  grateful. 

What  anxiety  would  have  been  spared  me,  as  the  opei'ator,  had 
she  submitted  to  an  early  operation. 

Case  V.— On  the  evening  of  October  14,  1889,  I  received  a  telegram 
requesting  me  to  come  about  twenty  miles  in  the  country  to  see  a  case  of 
intestinal  obstruction,  and,  if  necessary,  to  operate.  I  was  tired  and  the  last 
evening  train  had  left,  but  my  assistant,  Dr.  W.  Gr.  Macdonald,  responded 
to  the  call,  and  found  the  patient  a  laborer,  aged  forty-two  years,  with  such 
surroundings  that  it  seemed  impossible  to  do  any  operation  there.  Accord- 
ingly, he  was  brought  to  the  Albany  Hospital  early  on  the  morning  of 
October  15th. 

Patient  was  well  developed,  and  weighed  about  160  pounds.  Previous 
health  good.  At  the  age  of  seventeen  years  he  developed  a  left  inguinal 
hernia,  which  had  not  given  him  much  trouble  until  three  years  ago,  when 
his  usual  truss  failed  to  retain  it.  He  then  grew  careless,  often  going  without 
any  truss.  On  October  5,  1889,  the  bowel  escaped  quite  freely,  but  he  lay 
down  in  his  usual  position,  and  thought  that  he  replaced  it.  After  a  hearty 
dinner  of  beans,  etc.,  he  was  taken  with  vomiting,  and  had  to  give  up  work. 
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Vomiting  continued  for  two  days.  He  did  not  have  severe  pain  until  the 
third  day.  No  movement  of  the  bowels  could  be  obtained  either  by  injec- 
tions or  medicines.  On  October  9th  there  was  no  appearance  of  a  hernia, 
but  much  soreness  on  the  left  side.  The  fourth  day  pain  and  vomiting 
ceased,  and  the  abdomen  became  greatly  distended. 

When  I  saw  him  on  the  morning  of  October  15th  he  presented  an  anxious 
appearance,  sunken  eyes,  cold  extremities,  cyanosis,  subnormal  temperature, 
husky  voice,  restlessness,  and  every  symptom  of  approaching  death.  His 
pulse  was  140  to  150. 

It  is  in  this  condition  that  we  are  too  often  called  to  see  cases  of  abdominal 
surgery. 

My  first  impulse  was  to  make  an  incision  directly  over  the  seat  of  his  old 
hernia,  and  look  for  the  trouble  there,  but  I  finally  concluded  that  about  the 
only  thing  I  would  be  able  to  do  would  be  enterostomy. 

Operation :  -I  made  the  median  section,  giving  very  little  ether,  and 
passed  in  two  fingers  on  either  side,  but  did  not  detect  any  trouble  at  either 
of  the  rings.  I  then  brought  out  at  the  opening  what  I  believed  to  be  a 
fold  of  ileum,  incised  it,  emptied  out  a  great  quantity  of  gas  and  liquid  feces, 
and  attached  it  to  the  walls  of  the  abdomen.  The  patient  was  then  placed 
in  bed  with  artificial  heat  around  him,  and  was  given  stimulants  by  the 
rectum  and  hypodermically.  He  was  also  given  aromatic  spirit  of  ammonia, 
digitalis,  and  nitrite  of  amyl.  Although  the  operation  did  not  occupy  more 
than  eighteen  minutes,  it  was  for  some  time  a  grave  question  whether  he 
would  rally  at  all.  In  a  few  hours  he  became  conscious,  expressed  himself 
as  greatly  relieved,  and  at  the  end  of  twelve  hours  warmth  returned  in  the 
extremities,  with  all  the  other  evidences  of  good  reaction. 

The  fistulous  opening  continued  to  discharge  liquid  yellow  feces  freely.  A 
milk  diet  was  given  at  first,  but  as  it  seemed  to  pass  somewhat  quickly  from 
the  opening,  solid  food  was  ordered.  This,  the  patient  stated,  afforded  him 
more  satisfaction,  and  controlled  his  hunger. 

He  now  rapidly  improved,  and  gained  in  flesh,  but  no  movement  of  the 
lower  bowel  could  be  obtained.  On  October  28th  an  unsuccessful  attempt 
was  made  to  force  water,  per  rectum,  through  the  fistula. 

November  1.  Senn's  apparatus  for  the  injection  of  hydrogen  gas  was  used. 
It  acted  well,  but  only  the  large  intestines  could  be  dilated.  The  dilatation 
ceased  abruptly  in  the  neighborhood  of  the  ileo-cecal  valve. 

I  now  determined  to  do  a  more  thorough  operation,  to  find  the  point 
of  obstruction  and  its  nature,  and  then,  if  thought  best,  do  an  intestinal 
anastomosis.  I  made  the  incision  to  the  right  of  the  median  line,  about  as 
we  would  for  removal  of  the  appendix,  but  extended  it  somewhat  higher.  I 
found  strong  adhesions  implicating  the  ileo-cecal  region  and  a  portion  of  the 
ileum.  These  were  so  firm  that  I  thought  it  unwise  to  disturb  them.  I 
discovered  that  the  portion  of  the  small  intestine  that  I  had  opened  to  form 
the  fistula  was  very  near  the  lower  end  of  the  ileum.  I,  therefore,  thought 
it  best  to  attach  the  loop  nearest  to,  and  just  above  the  fistula,  to  the  begin- 
ning of  the  ascending  colon,  which  was  done  without  much  difficulty,  by 
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means  of  Senn's  bone-plates  and  Lembert's  sutures.  The  portion  of  the 
ileum  just  below  the  fistula,  together  with  the  cecum,  was  entirely  collapsed, 
and  with  the  adhesions,  the  appendix,  etc.,  formed  a  dense  mass.  All  this 
was  "  side-tracked  "  by  the  anastomosis.  The  wound  was  closed  and  dressed 
in  the  usual  manner. 

Patient  rallied  well.  Pulse  100,  full  and  strong.  Fistula  began  to 
discharge  eight  hours  after  operation. 

On  the  second  day  he  complained  of  dyspepsia,  and  pain  from  the  dis- 
tended abdomen. 

On  the  third  day  he  passed  gas,  and  a  slight  amount  of  fecal  matter  per 
rectum.  At  7  P.M.  on  this  day  three  superficial  stitches  were  removed.  The 
wound  looked  well  despite  the  fact  that  on  two  occasions  the  discharge  from 
the  fistula  had  run  over  the  seat  of  operation.  The  wound  was  cleansed  and 
painted  with  a  solution  of  iodoform  in  collodion. 

On  the  eighth  and  ninth  days  there  was  a  slight  fecal  discharge  from  the 
rectum.    He  took  a  small  amount  of  general  diet. 

On  the  eleventh  day  an  enema  was  followed  by  two  solid  movements. 
Fistula  continued  to  discharge. 

On  the  fourteenth  day  glycerin  suppositories  were  given,  and  caused  a 
large  movement. 

19th.  An  attempt  was  made  to  freshen  the  edges  of  the  fistula,  which  had 
grown  very  small,  yet  discharged  occasionally,  very  much  to  the  annoyance 
of  the  patient.  The  operation  was  almost  successful,  and  was  repeated  on 
November  20th.  The  fistula  then  closed,  so  that  his  passages  became 
natural. 

The  patient  now  began  to  worry  about  going  home,  whether  he  would  be 
able  to  support  his  family,  etc.  He  was  apparently  doing  well,  his  appetite, 
was  good,  and  he  slept  well. 

December  4.  He  began  to  show  signs  of  restlessness,  and,  while  not  com- 
plaining of  pain  in  the  abdomen,  he  suffered  from  severe  pain  which  began 
in  the  left  groin  and  darted  down  the  thigh.  There  was  also  pain  in  the 
back  The  left  leg  was  cold,  the  posterior  tibial  artery  could  not  be  felt,  and 
he  had  all  the  symptoms  of  arterial  embolism.  The  limb  was  wrapped  in 
warm  applications.  His  temperature  suddenly  went  up  to  105°,  and  the 
pulse  to  150.  Stimulants  by  the  mouth,  rectum  and  hypodermically 
were  employed.  He  continued  restless,  passed  into  a  condition  of  collapse, 
became  delirious,  and  died  on  the  5th  at  2  A.M. 

Autopsy :  Rigor  mortis  not  marked ;  body  emaciated ;  the  recent  wound 
in  good  condition.  Abdomen  opened  in  the  line  of  the  old  fistulous  wound. 
About  one  drachm  of  pus  was  found  at  the  most  dependent  portion  of  the 
last  wound  for  closing  the  fistula.  No  recent  peritonitis,  but  evidences  of 
old  peritonitis.  Extensive  adhesion  of  intestines  among  themselves,  and  to 
the  abdominal  wall  on  the  right  side.  The  portion  of  the  intestines  where 
the  anastomosis  had  been  performed  was  removed,  and  union  was  found  to 
be  perfect.  The  opening  connecting  the  intestines  admitted  the  end  of  the 
little  finger.  Bone-plates  entirely  absorbed.  All  the  other  organs  appar- 
ently healthy. 
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This  case  has  caused  me  much  thought.  I  am  convinced  that  had 
I  attempted  any  more  prolonged  operation  at  the  time  he  was 
brought  in  lie  would  have  died  on  the  table.  Who  will  deny  that 
his  chances  in  an  operation  would  have  been  decidedly  better  had 
he  been  seen  in  consultation  in  the  early  part  of  the  attack  ? 
What  can  we  do  in  such  cases,  in  which,  when  we  are  called,  the 
conditions  of  shock  and  collapse  are  so  decided  ?  This  case  also 
impresses  us  with  the  danger  of  repeated  irritations  of  an  old 
hernia.  Adhesions  will  form,  and  are  often  present  when  we  least 
expect  them.  Consider,  however,  that  the  adhesions  were  on  the 
side  opposite  to  that  of  the  hernia. 

Case  VI. — Mrs.  G.  H..  aged  thirty  years,  married  at  the  age  of  eighteen 
years,  and  the  mother  of  five  children.  She  began  to  menstruate  when 
twelve  and  a  half  years  old,  and  was  regular  from  that  time  until  her  first 
pregnancy,  which  occurred  two  months  after  marriage.  She  then  had  four 
children  in  rapid  succession.  Her  first  child  weighed  nearly  twelve  pounds, 
and  the  labor  was  somewhat  tedious.  She  states  that  she  took  large  quan- 
tities of  ergot,  and  that  her  pains  at  the  end  of  the  confinement  were  very 
severe. 

The  patient  first  came  under  my  care  in  June,  1883,  for  uterine  trouble. 
Previously  a  plump,  handsome  girl,  she  now  had  the  anxious  expression  and 
the  general  appearance  of  much  past  suffering. 

I  found  a  laceration  of  the  perineum,  a  badly-lacerated  cervix,  and  the 
uterine  appendages  much  thickened  and  very  sensitive.  The  uterus  was 
much  enlarged  and  completely  retroverted,  cervix  swollen  and  tender,  with 
the  evidences  of  pelvic  peritonitis. 

The  usual  hot-water  treatment,  local  scarification  of  the  cervix,  tampons 
of  glycerin,  and  rest  were  employed.  The  diet  and  bowels  were  carefully 
regulated.  After  four  months'  treatment  she  began  to  improve,  but  at  this 
time  her  children  sickened  and  two  of  them  died,  which  depressed  her  very 
much.  Later  her  treatment  was  renewed,  and  when  the  local  tenderness  and 
inflammation  had  sufficiently  subsided  I  made  an  effort  to  have  her  wear  a 
suitable  pessary,  but  this  instrument  always  did  more  or  less  harm. 

During  the  latter  part  of  1885  she  began  to  have  quite  severe  hemor- 
rhages. Her  menstruation  would  begin  gradually,  then  come  in  gushes,  and 
exhausted  her  very  much.  There  were  no  evidences  of  a  tumor.  I  curetted 
the  uterus  thoroughly,  and  brought  away  considerable  granular  detritis, 
which  was  followed  by  a  decided  improvement  in  her  symptoms. 

Again  an  attempt  to  wear  a  pessary  was  made,  but  the  result  was  not 
encouraging.  She  had  now  at  her  home  a  very  intelligent  family  physician, 
and  as  there  had  been  some  return  of  the  hemorrhage  in  May,  1886,  I 
advised  him  to  curette  the  uterus,  and  to  get  along  as  well  as  possible  with- 
out the  pessaries.  This  treatment  was  carried  out,  and  she  did  improve 
somewhat,  so  much  so  that  in  April,  1887,  I  operated  on  the  laceration  of 
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the  cervix.  This  was  followed  by  an  improvement  in  all  her  symptoms. 
Just  previously  to  this  operation  she  acquired  the  morphine-habit,  which 
was  very  difficult  to  overcome. 

About  three  months  after  the  operation  she  began  to  show  symptoms  of  a 
tapeworm.  This  caused  much  mental  depression,  but  medicine  finally 
expelled  the  taenia. 

After  this  she  had  more  hemorrhage,  and  was  curetted  again,  with 
excellent  results.  The  uterus  remained  in  good  position,  and  was  nearly 
normal  in  size.  Soon  after  she  became  pregnant,  which  caused  great 
depression  and  a  return  to  the  secret  use  of  morphine  or  codeia.  The  infant 
was  born  in  August,  1888.  She  had  the  best  of  care  and  did  well,  but  after 
the  puerperium  her  strange  actions  disturbed  her  physician  and  friends.  It 
was  evident  that  she  was  taking  anodynes.  She  frequently  made  costly  and 
unnecessary  purchases,  and  at  public  gatherings  she  had  one  or  more  seizures 
in  which  she  became  unconscious. 

Her  physician  and  husband  again  consulted  me  as  to  what  had  best  be 
done.  I  advised  that  she  be  sent  to  some  private  hospital,  and  an  effort  was 
made  to  place  her  under  the  treatment  of  Dr.  S.  Weir  Mitchell,  but  owing  to 
his  absence  this  was  found  impossible.  At  last  she  was  brought  to  the 
Albany  Hospital,  where  we  succeeded  in  stopping  the  anodynes. 

During  the  previous  six  months  she  had  been  irregular  in  her  menstruation 
and  suffered  much.  On  examination  I  found  the  tubes  thickened,  the  ovaries 
very  sensitive,  and  the  uterus  markedly  retroverted.  After  consultation,  and 
with  the  full  and  earnest  endorsement  of  her  husband,  it  was  thought  wise 
to  make  an  abdominal  exploration,  discover  the  true  condition  of  the 
appendages,  and,  if  necessary,  to  remove  them,  bring  the  uterus  into  posi- 
tion, and  attach  it  to  the  abdominal  walls.  In  view  of  the  supposed  diseased 
condition  of  the  tubes  I  did  not  approve  of  doing  the  Alexander  operation. 

October  30,  1889.  The  patient  being  in  the  best  condition  mentally  that  I 
had  seen  her  in  for  months,  and  much  improved  physically,  after  proper 
preparation,  assisted  by  my  colleagues,  I  operated.  Pyosalpinx  was  found. 
One  ovary  was  cirrhosed,  the  other  very  much  enlarged  and  in  a  condition  of 
cystic  degeneration.  The  pampiniform  plexus  on  each  side  was  enormously 
enlarged.  The  appendages  were  included  in  the  Staffordshire  knot,  and 
removed  in  the  ordinary  way.  I  did  not  have  much  trouble  in  bringing  the 
uterus  into  position  and  attaching  it  to  the  under-surface  of  the  abdominal 
wall  in  front,  but  this  was  a  fatal  step  in  the  operation,  as  the  result  will 
show. 

The  operation  was  done  at  11  a.m.,  and  occupied  about  half  an  hour. 
There  was  no  hemorrhage  of  importance,  though  I  tore  a  considerable 
number  of  adhesions  on  the  left  side.  In  closing  the  wound  no  drainage- 
tube  was  introduced- 

I  left  her  at  noon,  fully  recovered  from  the  operation,  and  expressing 
herself  as  feeling  very  comfortable.  At  1  o'clock  I  found  her  sleeping,  and 
apparently  comfortable,  but  she  looked  pale  and  her  pulse  was  rapid  and 
weak.    I  suspected  hemorrhage,  and  opened  the  lower  end  of  the  wound, 
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when  a  flow  of  blood  told  but  too  well  what  was  going  on.  I  immediately 
opened  the  incision  and  found  that  the  ligatures  had  failed  to  hold  the  large 
veins,  from  which  a  serious  hemorrhage  had  occurred,  filling  the  pelvis  and 
extending  up  into  the  abdomen.  With  the  assistance  of  Dr.  Townsend,  we 
secured,  after  much  effort,  the  bleeding  vessels,  but  our  patient  was  mori- 
bund. Rectal  injections  of  hot  whiskey  were  employed,  and  warm  milk  was 
injected  into  the  median  basilic  vein,  but  all  did  little  good,  and  at  3  p.m. 
she  was  dead. 

My  reflections  on  this  case  have  been  of  the  saddest.  I  think 
we  undertook  too  much ;  at  least  I  should  have  secured  the  plexus 
of  veins  in  sections  when  fastening  the  uterus  in  position.  It  may 
be  said  that  the  house-physician,  who  was  in  charge,  as  well  as  the 
experienced  nurse  who  was  present,  ought  to  have  discovered  the 
patient's  condition  and  reported  at  ouce  to  me  ;  but  she  was  so 
comfortable  as  entirely  to  disarm  them. 

Case  VII. — Mrs.  M.  E.  N.,  aged  forty-five  years,  widow;  admitted  to 
the  hospital  May  6,  1890.  Family  history  good.  Patient  was  well  and 
strong  up  to  twenty  years  of  age,  when  she  was  treated  for  "  womb  trouble." 
Since  then  she  has  taken  more  or  less  medicine. 

Menstruation  began  at  the  age  of  thirteen  years.  At  times  it  was  painful, 
and  the  quantity  irregular.  She  married  at  the  age  of  twenty-two  years,  but 
has  had  no  children  or  miscarriages.  Never  had  any  acute  disease,  and 
always  worked  hard.  Between  seven  and  eight  years  ago,  after  having 
had  vague,  indefinite  symptoms  for  some  months,  she  noticed  a  hard,  round 
bunch  low  down  in  the  abdomen.  When  first  seen  this  was  the  size  of  a 
cocoanut,  but  it  increased  and  now  fills  the  abdomen,  spreading  out  in  all 
directions.  The  tumor  is  hard  and  dense,  but  never  caused  severe  pain. 
Patient  has  lost  strength,  but  not  flesh.  Menstruation  unchanged.  Bowels 
regular.    She  urinates  a  little  more  frequently  than  is  natural. 

She  came  to  the  hospital  saying  that  she  was  unable  to  work,  and  was 
anxious  to  have  the  tumor  removed.  When  told  that  it  implicated  the  whole 
uterus,  and  that  if  an  operation  was  done  all  would  have  to  be  removed,  she 
replied  :  "  I  cannot  live  long  as  I  am  ;  I  will  take  all  the  risk  ;  you  do  the 
operation." 

The  tumor  was  movable,  yet  presented  so  formidable  an  appearance  that  I 
declined  to  operate,  and  for  two  months  made  use  of  electricity  and  ergot, 
the  tumor  constantly  increasing.  It  became  such  a  burden  as  to  make  it 
almost  impossible  for  her  to  get  about,  and  on  June  23d  I  did  a  supravaginal 
hysterectomy.  I  was  obliged  to  make  an  incision  from  the  ensiform  cartilage 
to  the  symphysis  pubis,  but  found  no  adhesions.  Using  a  corkscrew,  I  lifted 
the  tumor  directly  out  of  the  abdomen,  but  was  distressed  to  observe  enlarged 
veins,  as  in  the  previous  case.  I  placed  around  the  neck  of  the  tumor  Tait's 
rope  ecraseur,  isolated  and  tied  the  veins  in  sections,  and  removed  the  tubes 
and  ovaries  separately.    I  then  removed  the  uterus  with  the  tumor.  The 
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pedicle  formed  was  about  half  the  size  of  my  wrist.  I  at  first  endeavored  to 
control  the  hemorrhage  with  a  Staffordshire  knot,  but  this  was  not  sufficient. 
I  then  tied  the  vessels  separately  as  they  appeared  in  the  stump,  and  tied 
the  stump  in  sections  by  the  lock-stitch.  I  then  brought  together  the  peri- 
toneum over  the  stump  and  broad  ligament,  shutting  the  latter  out  from  the 
peritoneal  cavity.  Silk  alone  was  used  for  the  ligatures  and  sutures.  A  long, 
glass  drainage-tube  was  introduced  well  down  in  the  cavity  of  the  pelvis  at 
the  lower  end  of  the  incision,  and  the  longest  incision  that  I  have  ever  made 
was  closed  in  the  usual  way. 

For  five  days  there  was  a  free,  bloody  discharge  from  the  tube  ;  after  that 
only  stained  serum.  The  tube  was  removed  on  the  twelfth  day.  On  the 
twenty-first  day  her  temperature  ran  up  and  indicated  pus-formation.  Exam- 
ination on  the  next  day  confirmed  what  the  nurse  suspected  during  the  night, 
namely,  that  an  abscess  had  emptied  into  the  vagina.  Vaginal  douches 
were  used  daily,  and  a  careful  watch  kept  up  for  escaped  ligatures,  but  none 
was  found.  Aside  from  the  abscess  the  patient  made  an  uninterrupted 
recovery. 


DISCUSSION. 

Dr.  E.  E.  Montgomery,  of  Philadelphia. — The  paper  Dr.  Vander 
Veer  has  just  read  is  one  of  absorbing  interest,  and  we  ought  to  feel 
greatly  indebted  to  him  for  the  presentation  of  a  number  of  operations 
involving  extreme  difficulties,  cases  that  require  the  calmest  judgment 
and  greatest  promptitude  in  meeting  emergencies.  These,  indeed,  are 
the  sort  that  may  be  said  to  try  men's  souls.  It  is  only  through  the 
reiteration  of  a  number  of  such  that  we  are  enabled  to  meet  emergen- 
cies liable  to  come  before  us  in  any  case  in  which  we  operate.  I  do 
not  think  there  is  any  surgeon  who  practises  abdominal  surgery  to 
any  extent  who  has  not  met  experiences  that  have  been  of  great  benefit 
to  him  in  the  management  of  subsequent  cases ;  cases  that  have  tried 
him,  and  in  which,  possibly,  he  has  been  found  wanting.  As  he  re- 
views even  one  operation  of  that  class,  he  feels  that  had  he  had  an 
opportunity  to  study  it  more  deliberately  he  might  have  done  differ- 
ently. We  are  under  great  obligations  to  a  Fellow  who  courageously 
comes  before  us  and  presents  such  a  group  of  perplexing  cases  as  Dr. 
Vander  Veer  has  done  this  morning,  showing  the  results  that  might 
have  taken  place  under  different  treatment,  the  details  of  which  might 
not  present  themselves  to  the  operator  with  the  patient  on  the  table. 
One  case  of  Dr.  Vander  Veer's  in  particular  I  wish  to  comment  upon, 
and  to  congratulate  him  on  his  skilful  management  thereof,  viz.,  the 
case  of  intestinal  obstruction  in  which,  not  finding  the  obstruction 
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where  he  expected,  he  at  once  opened  the  intestine,  made  a  fistula,  and 
left  the  patient  to  be  subjected  to  a  secondary  operation.  Had  he 
proceeded  to  this  operation  in  the  first  place  it  would  undoubtedly  have 
resulted  in  the  death  of  the  patient.  It  was  only  by  resorting  to  a 
temporary  method  that  he  succeeded  in  saving  a  valuable  life.  There 
are  many  cases  in  which  we  realize  that  if  we  do  not  proceed  primarily 
with  the  operation  it  will  be  necessary  to  subject  the  patient  to  a 
second  operation,  yet  by  attempting  to  remove  these  obstructions  on 
the  first  occasion  we  are  endangering  the  life  of  the  patient.  In  many 
cases  the  operation  is  a  temporizing  one,  simply  to  relieve  the  symp- 
toms threatening  the  life  of  the  patient,  and  to  enable  him  to  recover 
to  such  a  state  that  an  operation  may  be  done  to  remove  the  conditions 
which  have  given  rise  to  the  trouble. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — I  desire  to  express  my 
personal  congratulations  and  gratitude  to  Dr.  Vander  Veer  for  pre- 
senting these  very  illustrative  cases.  I  also  desire  to  congratulate  the 
Association  that  it  has  a  Fellow  who  has  the  moral  courage  to  come 
into  its  Annual  Meeting  and  report  so  many  cases  with  an  unfavora- 
ble issue.  I  must  say,  however,  that  in  thus  making  this  report  Dr. 
Vander  Veer  could  feel  a  certain  degree  of  safety,  for,  fortified  as  he 
is  with  that  maturity  of  judgment,  that  mastery  of  technique,  and  that 
scientific  acumen,  which  are  but  elements  of  his  national  reputation, 
he  can  bear  with  impunity  any  adverse  criticism  which  may  be  in- 
voked by  the  report  with  which  he  has  just  favored  us.  I  make  this 
remark  so  that  any  criticism  I  may  make  may  not  be  misconstrued. 
The  thing  that  impressed  me  most  in  the  narrative  of  his  first  case  was 
the  fact  that  he  had  oozing  at  the  conclusion  of  the  operation  and 
failed  to  employ  drainage.  The  same  was  true  in  the  third  case,  and 
I  believe  in  the  fifth  as  I  understood  it.  This  failure  to  employ  drain- 
age, and  to  employ  it,  too,  in  cases  that  at  the  time  of  closure  appar- 
ently did  not  need  it,  impresses  me  as  being  perhaps  the  most  instruc- 
tive feature  of  his  reports.  I  am  aware  that  in  the  practice  which 
he  adopted  he  had  distinguished  precedent — not  that  one  so  emi- 
nent as  he  is  in  need  of  precedent — but  I  am  forced  by  my  own 
observations  to  adopt  the  other  course.  It  has  come  to  be  the  practice 
of  my  colleague,  Dr.  Hall,  and  myself,  at  the  Cincinnati  Free  Hospital 
for  Women,  to  employ  drainage  in  every  case  of  abdominal  section 
that  comes  into  our  hands,  and  we  do  not  feel  called  upon  to  apologize 
for  our  results.  While  we  occasionally  encounter  cases  that  at  the 
time  of  closure  would  indicate  that  a  drainage-tube  was  not  needed, 
still  we  are  treated  to  the  most  extraordinary  surprises,  and  in  these 
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very  cases  secure  large  quantities  of  serum.  We  are  convinced  that 
we  have  saved  the  lives  of  several  patients  by  putting  in  a  tube  where  it 
was  apparently  not  indicated.  So  long  as  I  can  say  this  of  a  single 
case,  and  so  long  as  drainage  is  the  innocuous  procedure  that  it  now 
is,  so  long  shall  I  continue  to  give  my  patients  the  benefit  of  the  doubt 
by  putting  a  drainage-tube  in  every  case.  I  feel  that  this  is  precisely 
the  lesson  that  has  been  taught  us  to-day  by  Dr.  Vander  Veer's  re- 
ports, and  I  feel  that  he  has  illustrated  both  sides  of  the  question. 
Thus,  the  case  of  the  multilocular  cyst  presented  about  every  difficulty 
known  to  abdominal  surgery :  drainage  was  employed ;  she  made  an 
ideal  recovery.  The  two  cases,  already  quoted,  were  comparatively 
simple :  drainage  was  not  employed ;  both  died.  These  simple  facts 
speak  with  more  eloquence  than  any  figures  of  rhetoric  which  I  can 
employ  in  condemnation,  not  of  the  distinguished  operator,  but  of  the 
widespread  practice  which  fails  to  give  to  every  case  the  benefit  of  the 
doubt  by  the  use  of  drainage. 

Dr.  J.  M.  Baldy,  of  Philadelphia. — The  question  implied  or  asked 
by  Dr.  Vander  Veer's  paper :  Can  a  surgeon  do  everything  and  any- 
thing in  the  abdomen  and  pelvis?  is  not  only  of  great  interest  to  the 
laity,  but  to  the  profession  at  large.  It  it  well  known  that  we  cannot 
do  everything,  and  in  fact  cannot  do  many  things  that  seem  on  the 
face  of  them  very  simple.  One  of  the  cases  under  discussion  illus- 
trates the  propriety  of  doing  nothing  except  relieving  present  symp- 
toms ;  afterward  any  number  of  operations  can  be  done  that  are 
necessary  to  cure  the  disease.  The  subsequent  operation  done  in  that 
case,  intestinal  anastomosis,  is  one  which  is  going  to  be  of  very  serious 
importance.  The  result  in  that  case  was  shown  at  the  autopsy — an 
opening  in  which  only  the  tip  of  the  little  finger  could  be  introduced. 
I  believe  this  will  be  found  to  be  the  usual  result.  I  do  not  believe 
the  results  in  these  cases  are  going  to  be  permanent.  The  opening  is 
too  small  to  begin  with ;  that  opening,  small  as  it  is  in  the  beginning, 
is  going  to  contract,  and  some  of  those  patients  are  subsequently 
almost  sure  to  die  of  intestinal  obstruction. 

The  question  of  drainage  is  one  always  open  to  discussion  in  every 
given  case.  It  is  a  question  often  hard  to  decide.  I  think  in  the  case 
quoted  in  the  paper  there  should  have  been  no  question  whatever. 
Cases  of  pyosalpinx  are  always  adherent.  The  tissues,  as  a  rule,  are 
cheesy.  There  is  always  an  invariable  oozing  ;  even  when  at  closure 
the  abdomen  is  perfectly  dry,  it  will  not  be  one  hour  until  the 
abdomen  is  full  of  bloody  serum.  There  are  many  other  cases  in 
which  we  cannot  speak  so  positively.  I  think  the  ground  taken  by 
Dr.  Reed,  of  drainage  in  every  case,  is  an  extreme  one.    I  use  drain- 
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age  very  largely  myself,  but  at  the  same  time  I  think  there  is  a  limit 
to  it. 

Dr.  George  Erety  Shoemaker,  of  Philadelphia. — I  wish  to  ex- 
press appreciation  of  the  scientific  spirit  which  prompted  the  reading 
of  this  paper.  One  idea  which  occurred  to  me  as  I  heard  it  has  just 
been  advanced  by  Dr.  Baldy,  that  an  improvement  could  have  been 
made  in  that  case  of  bowel  anastomosis  by  making  originally  a  much 
larger  opening.  That  is  the  objection  to  the  use  of  the  bone  plates  as 
advocated  by  their  inventor.  There  is  no  reason  why  a  much  larger 
opening  could  not  be  made  and  a  much  more  permanent  result 
obtained.  By  the  use  of  a  soft  ring,  such  as  the  catgut  ring  of  Abbe, 
a  much  less  amount  of  approximation  of  tissue  is  obtained,  but  it  has 
been  proved  abundantly  that  the  approximation  is  sufficient. 

Dr.  Joseph  Hoffman,  of  Philadelphia. — It  requires,  as  Dr.  Reed 
said,  a  great  deal  of  courage  to  give  a  report  of  unfavorable  cases,  and 
it  is  not  the  courage  that  is  required  by  the  criticism  of  the  audience  so 
much  as  that  required  by  the  criticism  that  will  come  after  a  while  from 
some  one  who  does  not  understand  abdominal  work,  and  who  will  say 
that  such  a  man  as  Dr.  Vander  Veer  has  bad  results,  does  not  know 
how  to  do  the  work,  and  condemn  him  accordingly  and  the  surgery  he 
practises. 

In  discussing  tne  clamp  in  hysterectomy,  his  verdict  is  against  it. 
After  much  study  and  observation  of  the  technique  of  hysterectomy,  I 
cannot  see  how  we  are  going  to  get  along  without  the  clamp  in  many 
cases,  unless  the  entire  uterus  is  removed  as  in  the  vaginal  operation. 
There  are  certain  cases  in  which  intra-peritoneal  treatment  by  suture 
is  perfectly  possible,  owing  to  the  fact  that  the  uterus  itself  in  the 
neighborhood  of  the  supra-vaginal  portion  has  not  undergone  degenera- 
tion ;  but  in  cases  where  we  have  the  structures  so  hard  that  the  knife 
can  hardly  cut  them  they  will  shrink,  and  the  sutures  will  not  control 
hemorrhage.  In  some  cases  the  clamp  often  has  to  be  tightened  every 
ten  or  fifteen  minutes  for  hours  subsequent  to  operation.  If  the  clamp 
itself  must  be  tightened  at  such  intervals,  it  shows  that  threads  cannot 
hold  and  control  hemorrhage.  If  purgation  is  going  to  do  any  good, 
it  must  act,  as  the  drainage-tube  does,  by  keeping  the  peritoneal  sur- 
faces dry.  Moisture  attracts  moisture.  If  we  want  to  get  the  good  of 
purgation  and  expect  salines  to  do  any  good,  we  must  use  them  at 
once,  and  not  wait  until  the  peritoneal  cavity  is  full.  They  must  be 
used  at  once,  and  then  the  absorbing  power  of  the  peritoneum  will  not 
be  overtaxed. 

The  case  recorded  by  the  Doctor  in  which  there  was  recovery  after 
re-operation,  and  in  the  presence  of  such  difficulties,  is  simply  a  monu- 
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ment  to  modern  surgery.  The  study  of  this  case  is  worth  mountains 
of  text-book  detail. 

The  advice  to  use  drainage  in  every  case,  as  given  by  Dr.  Hall,  I  must 
regard  as  extreme.  There  are  cases  without  adhesion  in  which  the 
handling  of  the  peritoneum  is  almost  nil — cases  in  which  the  intestines 
are  not  even  seen,  and  in  which  the  danger  of  peritonitis  or  from  any 
other  cause  is  absent.  In  an  uncomplicated  ovarian  cyst  I  do  not  see 
the  use  of  drainage  at  all,  unless  in  the  case  of  a  very  large  pedicle 
where  we  wish  to  see  if  there  was  after-hemorrhage.  The  danger  of 
hemorrhage  in  large  pedicles  I  think  will  justify  this.  We  all  have 
known  fatal  cases  where,  undoubtedly,  the  drainage-tube  would  have 
saved  life,  but  this  does  not  argue  for  routine  use  of  the  tube.  There 
is  trouble  in  doing  outside  work  where  you  are  not  allowed  to  look 
after  the  patient  afterward.  I  think  the  surgeon  doing  the  operation 
should  have  carte  blanche  to  take  care  of  the  case  after  the  operation. 
This  is  where  the  consulting  surgeon  ought  to  assert  his  authority.  It 
is  better  a  patient  should  die  of  strangulated  hernia  than  to  die  of  an 
operation  where  you  had  no  control  over  it  at  all. 

So  far  as  the  irrigation  is  concerned,  it  is  a  question  whether  it  would 
not  be  better  always  to  use  irrigation,  and  leave  the  abdomen  full  of 
water  ;  if  you  have  the  abdomen  well  filled  after  flushing  out,  certainly 
the  dangers  of  adhesions  and  consequent  obstruction  %re  lessened.  The 
fluid  remaining  in  the  pelvis  or  abdominal  cavity  can  stand  no  chance 
of  doing  any  harm,  and  its  effect  in  helping  the  patient  rally  and  in 
reducing  danger  from  shock  is  very  remarkable. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  desire  to  express  my  thanks 
to  the  essayist  for  bringing  before  the  Association  this  interesting  group 
of  cases.  I  will  not  take  up  time  by  reviewing  all  the  points  of  interest, 
but  rise  merely  to  urge  the  importance^  even  the  necessity,  of  drainage 
in  abdominal  work.  If  there  is  any  one  thing  that  would  impress  the 
listener  with  more  force  than  another  in  these  cases,  it  is  that  of  absence 
of  drainage  in  cases  3  and  6,  and  the  fact  that  the  two  most  desperate 
operations  in  the  list,  and  one  of  the  most  desperate  recorded  in  surgery, 
where  drainage  was  used,  recovered  without  any  bad  symptoms,  sustains 
my  position  of  universal  drainage.  If  there  is  anything  before  the 
mind  of  the  audience  that  ought  to  stand  out  in  bold  relief,  it  is  the 
fact  that  drainage  was  employed  in  these  two  cases  which  recovered,  and 
absence  of  drainage  in  some  of  the  others  which  did  not  recover.  What 
stronger  argument  could  be  produced  in  favor  of  drainage  in  all  cases 
than  this  ?  I  would  like  to  ask  some  of  the  opponents  to  drainage  if 
they  have  known  of  a  drainage-tube  that  remained  only  six  or  ten 
hours,  in  those  cases  where  it  was  not  really  required,  that  has  injured 
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or  killed  a  patient  ?  I  would  like  to  compare  that  question  with  the 
other  one :  How  many  cases  on  record  could  we  say  died  for  the  want 
of  the  drainage-tube  ? 

I  was  quoted  by  one  of  the  speakers  as  employing  the  drainage-tube 
in  all  cases,  which  is  quite  true.  That  practice,  perhaps,  might  be  con- 
demned in  the  judgment  of  many.  I  question  in  my  own  mind,  some- 
times, whether  the  case  would  not  do  well  without  drainage.  "We  will 
admit  in  some  simple  cases  the  drainage-tube  is  not  necessary,  but  just 
how  to  tell  which  one,  every  time,  is  where  the  danger  in  not  employing 
it  is  manifest.  The  patient  probably  would  recover  without  it.  Yet 
in  that  same  case  the  drainage-tube  can  be  removed  within  a  few  hours, 
and  cannot  possibly  do  any  harm,  and  the  patient  recovers  as  easily  as 
though  there  had  been  no  tube  used.  If  we  save  only  one  case  in  100, 
or  one  case  in  500,  by  placing  a  drainage-tube  in  every  one,  when  we 
all  admit  that  it  can  do  no  harm,  it  seems  to  me  that  a  drainage-tube 
should  be  employed  in  every  case  and  removed  in  a  few  hours  in  those 
cases  where  it  is  not  necessary.  But  it  will  surprise  you  in  many  of 
the  cases,  even  where  you  think  the  tube  unnecessary  at  the  time  of  the 
operation,  at  the  great  quantity  of  fluid  removed  through  it.  I  claim 
that  no  one  can  tell  just  which  case  will  not  require  a  drainage-tube, 
and  for  that  reason  advocate  drainage  in  every  case,  the  tube  to  be  re- 
moved as  soon  as  it  is  found  not  to  be  necessary.  In  a  number  of  cases 
where  I  have  thought  it  not  necessary  at  the  time  of  the  operation,  I 
have  not  been  able  to  remove  the  tube  for  50,  60,  or  70  hours,  after  I 
had  removed  16  to  20  ounces  of  bloody  fluid.  Those  cases  would  prob- 
ably have  died  from  sepsis  if  no  drainage  had  been  employed. 

Dr.  W.  E.  B.  Davis,  of  Birmingham. — First  of  all,  I  desire  to 
thank  Dr.  Vander  Veer  for  his  paper,  because  I  have  met  with  some  of 
the  same  difficulties  and  emergencies  he  has  encountered.  I  would 
like  to  refer  to  his  case  of  obstruction.  I  think  it  is  a  questionable  pro- 
cedure to  make  an  artificial  anus  in  any  case,  unless  it  be  a  suppurative 
peritonitis  with  extreme  tympanites.  In  his  case  I  believe  it  would 
have  been  better  to  make  an  intestinal  anastomosis  in  the  begin- 
ning. In  that  way  he  would  have  surrounded  the  obstruction  and 
could  have  washed  out  the  intestine  before  making  the  anastomosis. 
The  future  of  intestinal  anastomosis  is  uncertain  as  yet.  Dr.  Senn  is  a 
faithful  and  conscientious  worker  and  has  accomplished  a  great  deal, 
but  sufficient  time  has  not  elapsed  to  make  the  histories  of  these  cases 
reliable.  I  take  it  that  all  those  who  have  operated  on  dogs  have  ob- 
served after  months,  or  even  weeks,  a  certain  amount  of  contraction, 
and  reason  will  teach  us  that  this  will  grow  greater  and  that  we  will 
lose  some  cases  from  obstruction  thus  induced.    I  have  seen  two  cases 
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of  intestinal  anastomosis  in  the  human  being,  but  this  contraction  was 
not  noticed  at  the  autopsies,  as  the  patients  died  early.  The  opening 
in  the  Senn  plate  is  rather  too  small.  I  have  seen  used  the  Senn  plate, 
the  rubber  ring,  and  in  fact  nearly  all  the  devices,  but  most  frequently 
the  Davis'  (J.  D.  S.)  mat  and  catgut  plate.  However,  it  is  difficult  to 
get  the  catgut  plate.  The  compressed  catgut  tissue  cannot  be  supplied 
in  sufficient  quantity.  My  observation  has  been  this :  that  we  will,  as 
a  rule,  get  good  immediate  results  from  any  of  the  devices  used.  If 
one  desires  to  operate  rapidly,  and  takes  a  catgut  plate  of  Davis  or  the 
bone  plate  of  Senn,  he  need  not  necessarily  make  the  outside  sutures. 
These  operations  can  be  done  so  quickly  that  there  is  no  necessity  for 
insisting  on  an  artificial  anus.  I  have  seen  the  operation  done  in  fifteen 
minutes  on  the  human  subject.  I  would  recommend  now  the  Senn 
plate — it  is  a  good  device  and  readily  procured.  While  I  have  seen 
the  Davis  plate  used  in  the  majority  of  experiments  I  have  made  or 
witnessed,  still  the  Senn  plate  has  many  of  its  advantages,  and  is  not 
so  quickly  affected  by  moisture. 

In  reference  to  drainage  in  every  case,  I  consider  that  an  extreme 
view.  I  think  there  are  cases  in  which  we  should  use  drainage  and 
cases  in  which  we  should  not  use  it.  Dr.  Price  has  summed  the 
drainage  question  up  very  properly,  as  I  think,  and  his  views  are  well 
known  to  us  all.  In  cases  of  simple  peritonitis  we  can  usually  drain 
the  abdomen  safely  with  salines  and  calomel.  Recently  I  have  made  it 
a  rule  to  use  salines  in  a  few  hours  after  laparatomies,  and  where  they 
would  not  be  borne  to  use  calomel.  There  is  one  difficulty  with  our 
gynecological  cases — many  are  opium-eaters  before  we  operate  on 
them. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  had  a  conversation  with 
Dr.  Vander  Veer  this  morning,  and  he  asked  me  for  criticism  on  his 
paper,  so  it  may  be  readily  understood  that  any  criticism  I  make  I  do 
with  the  best  feeling.  But,  first  of  all,  I  must  compliment  him  on 
his  case  of  intestinal  trouble ;  his  work  in  that  is  certainly  a  monu- 
ment to  surgery. 

My  friend,  Dr.  Reed,  has  just  said  that  he  believes  drainage  should 
be  employed  in  every  case.  I  am  coming  more  and  more  to  this  con- 
viction every  day.  I  have  had  some  curious  experiences  with  the 
drainage-tube.  My  own  impression  is  that  when  the  drainage-tube  is 
used  it  should  be  left  in  longer  than  it  usually  is,  to  form  a  track  for 
itself.  To  illustrate  my  views  on  this  subject  permit  me  to  refer  to 
some  of  my  own  recent  cases.  Within  the  last  eight  days  I  removed 
a  fibroid  tumor.  Though  drainage  was  not  employed  the  patient  sub- 
sequently developed  an  abscess  which  burst  into  the  vagina.    My  own 
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idea  is  that  if  I  had  used  the  drainage-tube  the  abscess  would  have 
burst  externally.  I  had  another  curious  case  in  which  peritonitis 
arose  twelve  hours  after  taking  out  a  drainage-tube.  Immediately 
peritonitis  set  in,  and  at  midnight  I  went  and  reopened  and  within 
twelve  hours  the  temperature  fell  again.  A  lot  of  bloody  serous  fluid 
burst  out.  I  took  out  the  tube  too  soon.  I  contend  that  the  drainage- 
tube  can  do  no  harm  in  the  abdomen.  I  have  had  two  cases  of  hem- 
orrhage recently.  In  one  a  teaspoonful  of  blood  came  through  the 
tube  every  hour.  I  did  not  think  it  best  to  reopen,  and  eventually 
the  patient  recovered  without  it.  There  were  great  adhesions  in  the 
case.  The  other  case  of  hemorrhage  occurred  in  a  case  of  ovarian 
cyst,  in  which  the  pedicle  was  extremely  broad  and  in  which  I  think 
it  would  have  been  better  if  I  had  not  tied  by  a  Staffordshire  knot. 
I  did  not  use  a  drainage-tube.  The  patient  began  to  vomit,  when  a 
gush  of  blood  came  from  the  abdominal  wound.  I  was  there  in  three- 
quarters  of  an  hour,  and  at  once  opened  the  wound  and  tied  the  broad 
ligament  by  a  chain  suture.  If  I  had  used  the  drainage-tube  I  would 
have  had  warning  two  or  three  hours  before.  I  used  the  Staffordshire 
knot  in  both  cases.  I  had  seen  Mr.  Tait  do  an  operation  in  which 
hemorrhage  took  place  and  did  not  show  in  the  drainage-tube.  I  be- 
lieve we  may  have  hemorrhage  high  up  in  the  abdomen  and  yet  have 
no  external  sign  of  it,  even  though  a  drainage-tube  be  used. 

I  understand  that  Dr.  Vander  Veer  dropped  the  stumps,  in  two 
cases  of  myoma,  without  drainage.  I  believe  in  every  such  case  where 
the  pedicle  is  dropped  into  the  abdominal  cavity  drainage  should  be 
used.  In  the  one  case  the  patient  died  from  hemorrhage.  In  the  case 
in  which  there  were  adhesions  it  would  h?,ve  been  better  to  use  the 
drainage-tube.  I  employ  both  purgation  and  the  drainage-tube,  and 
feel  more  and  more  every  day,  as  my  experience  increases,  like  using  a 
drainage-tube.  The  exceptional  cases  are  those  in  which  no  drainage- 
tube  is  advisable. 

Dr.  Joseph  Price,  of  Philadelphia. — You  all  know  my  position 
regarding  the  value  of  the  drainage-tube.  In  regard  to  the  Stafford- 
shire knot,  the  failure  where  it  was  used  is  sufficient  to  support  my  posi- 
tion in  regard  to  this  knot.  It  is  responsible  for  more  deaths  than  all 
other  causes  combined.  This  has  been  the  observation  in  Philadel- 
phia for  some  six  years.  I  wish  to  demonstrate  how  imperfect  the 
knot  is.  But  few  know  how  to  tie  it,  and  I  have  heard  at  least  three 
men  say  they  have  seen  Mr.  Tait  himself  hastily  seek  his  stump  and 
retie  it.  The  plate  given  in  Doran's  book  is  a  good  illustration  of  how 
imperfectly  this  work  has  been  done.  In  the  Philadelphia  Obstetrical 
Society  again  and  again  men  have  reported  cases  of  death  from  hem- 
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orrhage  due  to  the  Staffordshire  knot.  It  is  folly  to  spend  your  time 
discussing  cases,  because  they  have  been  too  common.  I  recognized 
this  early  in  my  own  experience,  in  losing  one  patient ;  knowing  the 
risk  and  doubting  the  value  of  the  knot  I  lost  a  case  from  hemorrhage. 
It  was  a  great  blow  to  me.  I  was  clearly  responsible  for  the  death  of 
the  woman. 

In  regard  to  the  drainage-tube,  it  will  do  no  harm  in  the  hands  of 
men  who  know  how  to  take  care  of  it.  It  must  be  kept  strictly  clean. 
It  must  be  cleaned  often,  rotated  and  elevated  at  least  every  six  hours 
a  quarter  of  an  inch  or  so.  It  must  be  well  placed,  at  the  most 
dependent  and  dirty  point. 

The  discussion  of  drainage  in  Berlin  by  Sanger,  Tait,  Bantock  and 
others:  Bantock  still  has  wise  confidence  in  the  tube.  Sanger  wants 
to  put  in  a  sort  of  drainage-elbow  or  a  bent  tube.  That  shows  clearly 
he  knows  little  about  drainage.  Tait  says  in  his  Cardiff  address, 
drainage  saves  fifteen  per  cent.  More  than  fifteen  per  cent,  in  my 
work  and  that  of  my  friends  would  die  without  drainage,  none  of 
whom  are  dying  at  present.  But  Mr.  Tait,  in  Berlin,  now  sets  up  an 
age  indication.  Young  people  he  would  never  drain;  at  sixty-four  he 
would  always  drain.  This  is  unfortunate,  beeause  he  is  a  power  the 
world  over  on  this  subject.  He  should  not  float  around  so  much,  but 
take  a  well-defined  position  and  hold  it. 

Local  complications :  I  have  no  criticism  to  offer  except  that  Dr. 
Vander  Veer  used  his  calomel  and  salines  too  late ;  that  he  used  the 
Staffordshire  knot,  and  in  one  case  used  the  drainage-tube  twelve 
days,  which  is  too  long.  The  drainage-tube  will  do  all  its  work  in 
less  time  than  that,  if  well  placed  and  well  managed. 

Preparing  the  patient  for  ideal  surgery  and  operating  at  once  to 
save  life  are  very  important.  A  number  of  patients  in  this  city  have 
been  saved  by  opening  the  abdomen  and  pouring  in  a  quantity  of 
water,  without  closing  the  abdomen.  The  object  was  simply  to  save 
life ;  they  were  in  collapse  and  dying.  Any  attempt  to  do  ideal 
surgery  would  have  resulted  in  death  on  the  table.  In  many  of  the 
bad  cases  of  appendicitis,  I  think  it  is  bad  surgery  to  attempt  to  shell 
out  the  conglomerate  mass.  Just  side-track  the  healthy  bowel ;  irri- 
gate and  drain,  and  nearly  all  get  well.  Just  here  it  is  difficult  to 
define  absolutely  a  position.  It  is  difficult  to  create  a  class  of  cases  in 
which  you  should  make  the  work  complete,  and  another  in  which  you 
should  do  surgery  simply  to  save  life.  Drs.  Baldy  and  Davis  have 
emphasized  that  in  reference  to  anastomosis. 

Hysterectomy  :  We  have  been  struggling  over  this  operation  a  num- 
ber of  years,  and  it  is  only  mtra-peritoneal  operators  that  occupy  a 
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doubtful  position  in  regard  to  it  at  present.  In  short,  it  is  rny  impres- 
sion now,  that  the  operators  who  are  dropping  their  pedicles  in  hyster- 
ectomy will  abandon  it, — Martin  Siinger  and  the  rest  of  them. 
Koeberle,  Bantock,  Keith,  Tait,  all  have  perfected  the  extra-peri- 
toneal method,  notwithstanding  Tait  said  at  one  time  that  it  was  a 
murderous  operation.  Not  more  than  a  year  after  making  this  state- 
ment he  had  a  good  long  series  of  cases  without  a  death  by  the  supra- 
vaginal extra-peritoneal  method.  You  may  subject  a  pedicle  such  as 
that  cut  shows  (exhibiting  a  drawing),  to  hydraulic  pressure  every 
twenty  minutes  and  you  will  have  a  red  stump  occasionally.  You 
have  the  pedicle  under  your  eye  and  under  your  finger  and  under 
your  control ;  but  in  the  drop  method  you  are  at  a  loss  to  know  what 
to  do  if  mischief  takes  place.  The  intra-peritoneal  operators  are  going 
to  abandon  the  operation,  and  they  should. 

The  cases  that  are  now  the  victims  of  that  calamitious  practice,  elec- 
tricity :  more  than  thirty  per  cent,  of  the  cases  that  are  coming  to  me 
for  supra-vaginal  hysterectomy  are  cases  from  the  electricians — a  class 
of  men  wholly  destitute  of  surgical  and  gynecological  knowledge.  We 
are  proving  not  only  the  value  of  the  extra-peritoneal  method,  but  the 
value  of  hysterectomy  in  the  most  desperate  cases,  in  the  neglected 
cases,  the  cases  that  have  been  barbarously  treated.  I  feel  that  the 
procedure  is  an  established  one  and  is  one  of  great  value.  A  point 
more  in  regard  to  purgatives :  A  better  preparation  of  the  patient  will 
give  better  results  and  less  drainage ;  the  more  purgation  before  the 
operation,  the  less  after.  It  is  more  difficult  to  use  purgation  after  the 
operation  where  there  is  disturbance  from  ether. 

Dr.  B.  T.  Shimwell,  of  Philadelphia. — The  majority  of  the  ex- 
periments have  been  done  on  the  dog,  where  the  muscular  portion  of 
the  intestine  is  large  in  proportion  to  that  found  in  the  human  sub- 
ject. After  division  of  the  intestine  there  are  marked  contraction  and 
retraction  ;  this  has  prevented  the  use  of  a  ring  of  sufficient  size. 

It  has  been  overlooked  in  these  operations  that  the  diameter  of  the 
new  opening  is  governed  by  the  point  of  introduction  of  the  ligatures  ; 
there  is  always  sloughing  of  that  portion  of  the  bowel,  consequently 
we  have  that  much  increase  in  the  lumen  of  the  bowel,  after  the  sepa- 
ration of  the  rings  has  taken  place. 

Numbers  of  my  dogs  lived  as  long  as  five  months.  In  all  those 
cases  I  found  that  the  lumen  was  almost  as  large,  if  not  larger  than 
at  the  time  of  the  operation.  We  must  remember  that  the  intestinal 
discharges  are  soft,  not  becoming  firm  until  they  reach  the  sigmoid 
flexure,  therefore  obstruction  by  stenosis  is  not  apt  to  occur. 
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I  think  time  will  prove  that  this  operation  has  been  a  perfect  one. 
Unfortunately  I  did  not  hear  Dr.  Vander  Veer's  paper,  but  I  judge 
from  what  I  heard  that  the  doctor  performed  an  operation  for  a  false 
anus.  I  think  the  question  of  forming  an  artificial  anus  is  one  of 
time.  If  we  see  the  case  early  enough  I  think  anastomosis  can  be 
done  with  safety  ;  but  when  considerable  time  has  elapsed  it  is  a  ques- 
tion. The  tissues  are  softened,  the  bowel  is  greatly  distended,  and  parts 
lose  their  relations.  I  have  found  that  the  sutures  would  tear  through 
despite  all  care,  making  the  results  uncertain.  I  think  it  is  the  wisest 
procedure  where  the  bowel  has  been  long  obstructed,  that  an  artificial 
anus  should  be  formed. 

Dr.  William  E.  Ashton,  of  Philadelphia. — I  do  not  agree  with 
Dr.  Shimwell  in  regard  to  the  difference  between  the  dog's  and  the 
human  intestine.  The  question  is  not  one  of  muscular  but  of  cicatri- 
cial contraction.  Dr.  Baldy  and  I  have  found  that  we  get  these  con- 
tractions and  more  or  less  stenosis.  Another  thing  we  have  found  is 
an  immense  number  of  adhesions  around  the  seat  of  operation.  The 
fact  of  having  these  large  adhesions  will  alone  cause  a  condition  of 
stenosis. 

In  regard  to  the  Staffordshire  knot,  the  arguments  made  by  Dr. 
Price  against  it  can  be  used  with  equal  cogency  against  the  figure-of- 
eight.  It  is  a  hard  knot  to  tie  and,  therefore,  should  not  be  used.  If 
it  is  not  tied  properly  it  is  dangerous. 

Dr.  Vander  Veer  (closing  the  discussion). — I  wish  to  render  my 
thanks  to  the  gentlemen  who  have  discussed  the  subjects  which  I  have 
presented,  for  the  very  fair  manner  in  which  they  have  treated  my 
paper.  I  have  not  one  word  of  complaint.  Perhaps  it  is  something 
of  a  risk  to  expose  one's  work,  yet  in  the  presence  of  candid  gentle- 
men it  is  but  right. 

I  would  say  in  reply  to  Dr.  Reed,  that  the  case  in  which  I  sujjposed 
my  patient  had  died  from  peritonitis  was  simply  a  case  of  obstruction, 
and  there  was  no  peritonitis  present. 

In  regard  to  Dr.  Baldy's  views  upon  drainage,  I  coincide  with  him 
clearly  in  much  that  he  said,  but  not  all. 

As  regards  the  bone  plates,  the  criticism  made  by  Dr.  Shoemaker, 
the  opening  in  the  bowel  admitted  my  index  finger,  not  simply  the 
little  finger ;  the  index  finger  could  pass  through  readily  ;  union  was 
very  perfect.  I  selected  the  largest  one  of  the  Senn  plates.  After 
having  examined  all  the  other  methods  I  feel  that  the  bone  plate  is 
the  easiest  to  handle,  and  it  can  be  kept  on  hand,  yet  I  was  greatly 
disappointed  to  find  the  opening  so  small. 
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Dr.  Hoffman,  I  am  afraid,  misunderstood  me  in  regard  to  the  use  of 
the  clamp.  I  would  like  to  see  the  clamp  done  away  with,  but  I  do 
not  know  that  we  will  ever  live  to  see  that  time.  It  is  a  nasty  instru- 
ment to  use.  I  do  not  like  to  see  the  thing  protruding  from  the  abdo- 
men ;  still  it  is  an  instrument  that  we  are  often  obliged  to  use,  and  I 
see  no  way  yet  to  get  along  without  it. 

Drs.  Hall  and  Reed  express  the  views  of  many  who  are  using 
drainage  freely.  We  remember  the  paper  of  Dr.  Hill  at  last  year's 
meeting  in  which  he  used  drainage  in  all  of  his  cases.  We  must  look 
at  the  facts  as  they  present ;  I  believe  all  operators  are  tending  more 
toward  the  use  of  drainage. 

One  point  not  brought  out  in  the  discussion  is :  Do  we  have  hernia 
following  the  use  of  the  drainage-tube?  Is  it  an  element  that  tends 
to  the  production  of  hernia  ? 

I  cannot  quite  agree  with  Dr.  Davis  as  to  the  primary  operation. 
I  am  certain  my  patient  would  have  died  if  I  had  gone  on  to  find  the 
point  of  obstruction.  I  did  here  a  simple  enterostomy.  It  was  four 
or  five  hours  before  the  abdomen  flattened  out.  I  do  not  believe  we 
could  have  washed  out  the  intestinal  canal  with  safety.  I  am  afraid 
the  patient  would  have  died.  I  agree  with  him  in  regard  to  the  use  of 
the  bone  plates. 

To  Dr.  Ross,  who  was  so  kind  as  to  express  his  views  in  regard  to 
drainage,  I  do  not  know  that  I  made  myself  clear.  He  brought  out 
one  good  point,  one  that  is  of  much  service,  viz.,  the  drainage-tube 
will  act  as  a  sentinel.  Had  I  had  a  tube  in  my  fifth  case  it  would 
have  told  me  when  the  trouble  began.  It  would  have  anticipated 
twenty  minutes,  or  perhaps  half  an  hour  the  hemorrhage,  and  I  might 
have  saved  my  case  in  that  time. 

I  remember  seeing  Dr.  Peasley  use  the  knot  mentioned  by  Dr.  Price, 
and  I  presume  we  have  all  used  it.  Seeing  Mr.  Tait  use  the  Stafford- 
shire knot,  and  observing  the  ease  with  which  he  applied  it,  I  became 
somewhat  wedded  to  it.  I  think  we  can  tie  with  it  somewhat  more 
easily  and  quickly  than  the  ordinary  cross-knot.  It  must  be  tied  in  a 
proper  manner  to  be  effectual ;  and  yet  I  am  inclined  to  think  many 
of  Dr.  Price's  criticisms  regarding  it  are  just.  As  to  the  preparation 
of  the  patients,  I  think  the  general  feeling  of  operators  is  with  him. 
We  must  prepare  our  patient.  I  have  had  physicians  come  in  on  the 
ten  o'clock  train  and  say  to  me,  "  Doctor,  I  wish  you  would  operate  on 
the  patient  at  once,  as  I  want  to  get  back  on  the  twelve  o'clock  noon 
train."  These  cases  must  have  preparation.  There  is  a  fecal  infec- 
tion that  takes  place  if  the  bowels  are  left  loaded. 
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Dr.  Price's  views  upon  hysterectomy  are  correct  beyond  a  doubt. 
Still,  I  think  I  heard  him  say  to-day  that  within  a  few  days  he  had 
done  the  operation  and  not  used  the  clamp. 

I  think  Dr.  Shimwell's  criticisms  are  correct.  I  am  sorry  he  did 
not  hear  the  full  report.  I  think  we  could  not  have  gone  on  and  done 
the  operation  without  the  loss  of  our  patient. 


PERSONAL  EXPERIENCES  WITH  GALLSTONES 
AND  THE  OPERATION  FOR  THEIR  RELIEF. 

By  WILLIAM  WOTKYNS  SEYMOUR.  M.D., 

TROY,  N.  Y. 


My  reasons  for  presenting  a  paper  on  this  subject  are  the  quite 
unique  experiences  I  have  had  with  the  disease  as  attendant, 
operator,  and  patient,  and  the  very  pronounced  views  I  entertain 
regarding  cholecystotomy,  which  I  have  successfully  undergone  at 
the  hands  of  Mr.  Tait.  From  the  time  I  first  read  of  Mr.  Tait's 
work  and  considered  its  aims  I  was  a  firm  believer  in  the  propriety 
of  the  operation.  During  the  first  few  years  of  my  practice  I  made 
at  least  seven  autopsies  in  which  cancer  of  the  liver  and  gall-bladder 
appeared  to  be  secondary  to  gallstone  attacks  occurring  over  years. 
So  firm  was  I  in  the  conviction  that,  in  obstinately  recurring  attacks, 
operation  was  the  only  cure,  that  I  advised  it  in  numerous  cases, 
and  it  was  as  uniformly  declined  by  patients  or  attendants,  and  I 
was  regarded  as  having  the  operating  mania. 

In  1885  I  was  asked  to  see  a  woman  fifty-four  years  old,  Irish  and  a  widow, 
who  for  eighteen  months  had  suffered  the  torments  of  the  damned  during 
the  attendance  of  many  physicians.  Three  months  before  my  first  visit  she 
had  passed,  after  terrible  pain,  three  gallstones  the  size  of  beechnuts,  and 
from  that  time  on  she  was  in  constant  torment  with  pain,  nausea,  and 
vomiting.  I  found  her  with  a  temperature  a  couple  of  degrees  above  normal, 
extremely  emaciated,  and  of  an  old-gold  color.  I  told  her  that  she  had  gall- 
stones, and  might  have,  as  complications,  malignant  disease  and  occlusion  of 
the  common  duct,  and  advised  operation  as  the  only  hope.  After  a  wonder- 
fully cool  weighing  of  the  subject,  she  desired  me  to  operate.  This  I  did 
eleven  days  later,  at  which  time  she  had  become  a  tea-green  color.  On 
opening  the  abdomen  I  found  the  gall-bladder  empty,  but  there  was  marked 
evidence  of  malignant  disease  in  the  liver,  and  I  therefore  closed  the  wound. 
Five  weeks  later  I  told  the  patient  what  I  had  found,  and  she  bade  me  make, 
when  she  died,  a  thorough  autopsy,  and  to  invite  my  assistants  and  all 
who  might  be  interested.  When  she  died,  eight  and  a  half  weeks  after  the 
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operation.  I  found  plastic  occlusion  of  the  common  duct,  a  cancerous 
nodule  pressing  upon  the  .junction  of  the  cystic  and  hepatic  ducts,  and 
twenty-six  gallstones,  weighing  half  an  ounce  Troy,  in  the  hepatic  duct  and 
its  branches,  which  latter  were  dilated  to  a  centimetre  in  diameter,  and  filled 
with  yellowish  matter.  To  my  mind  it  was  evident  that  the  injury  done  by 
the  passage  of  the  three  gallstones  three  months  before  operation  had  led 
to  the  plastic  occlusion  of  the  common  duct,  and  that  the  existence  of  cancer 
was  to  be  best  explained  by  the  prolonged  irritation  of  gallstones. 

The  next  year  I  myself  became  a  victim  of  the  disease,  and  the 
increasing  frequency  of  the  attacks  led  me  to  consider  from  a  per- 
sonal standpoint  the  desirability  of  operative  interference.  It  was 
a  subject  in  which  my  life  and  the  future  of  my  family  were 
involved,  and  not  many  hours,  certainly  not  a  day,  passed  in  which 
I  did  not  review  the  propriety  of  operative  interference,  only  to 
become  more  and  more  convinced  of  its  being  the  only  certain 
relief,  if  not  cure.  However,  there  were  some  things  which  led  me 
to  defer  operation. 

On  November  27,  1888,  I  was  asked  to  see  Mrs.  K..  fifty-six  years  of  age, 
who  had  been  a  patient  of  Dr.  C.  E.  Nichols,  of  Troy.  Five  weeks  before  I 
first  saw  this  patient  she  began  to  have  some  pain  in  the  right  side,  and  to 
become  jaundiced.  The  pain  was  never  acute.  Dr.  Nichols  diagnosticated 
an  enlargement  of  the  liver,  and  said  it  was  probably  malignant.  Professor 
Vander  Veer  saw  her  in  consultation  with  Dr.  Nichols  three  weeks  later, 
and  advised,  he  tells  me,  an  exploration,  unless  there  was  speedy  improve- 
ment. To  this  Dr.  Nichols  was  extremely  opposed,  assuring  the  family  that 
the  case  was  cancerous,  and  an  operation  would  be  fatal.  On  November  29th 
I  was  asked  to  take  charge  of  the  case,  and  found  the  patient  markedly 
emaciated,  with  intense  jaundice,  anorexia,  constant  vomiting,  putty-colored 
stools,  constant  but  not  acute  pain  in  the  hepatic  region,  full  pulse  of  from 
58  to  65,  and  a  temperature  of  100°.  Physical  examination  showed  no 
ascites  and  no  enlargement  of  the  liver,  but  its  whole  lower  border  was  very 
tender,  and  the  gall-bladder,  which  I  could  readily  feel,  intensely  so.  My 
diagnosis  was  gallstones,  and  I  advised  an  immediate  operation  as  the  only 
hope,  as  each  day  the  patient  was  losing  ground.  This  met  with  opposition 
on  the  part  of  the  family,  which  opposition  was  encouraged  by  the  previous 
attendant.  During  the  eighteen  days  which  elapsed  before  consent  could  be 
had  for  an  operation,  the  nausea,  vomiting,  and  pain  continued,  and  the 
failure  of  strength  was  so  apparent  that  finally  even  the  family  recognized 
the  necessity  of  an  operation  if  she  was  to  be  saved.  The  temperature 
during  these  eighteen  days  had  varied  from  98.6°  to  101.5°,  and  the  pulse 
from  65  to  90.  On  December  15th,  at  1  p.m.,  I  operated,  with  the  assistance 
of  Drs.  Bontecou,  Hutchison,  and  Gordinier.  Sulphuric  ether  was  the  anes- 
thetic.   A  vertical  iucision  was  made  over  the  enlarged  gall-bladder,  and,  on 


OPERATION   FOR    RELIEF   OF   GALLSTONES.  147 


opening  the  belly,  the  omentum  was  found  adherent  to  the  whole  lower  border 
of  the  liver.  In  carefully  breaking  up  these  adhesions  over  the  distended 
gall-bladder  I  opened  an  abscess  containing  a  couple  of  ounces  of  pus,  and 
lying  between  the  upper  surface  of  the  gall-bladder  and  the  liver.  In  the 
pus  there  was  a  gallstone  three-eighths  of  an  inch  in  diameter.  After  thor- 
oughly irrigating  the  abscess  cavity,  I  laid  open  the  fundus  of  the  gall- 
bladder up  to  the  opening  through  which  the  stone  had  ulcerated,  and  I 
found  the  gall-bladder  packed  with  the  stones  I  now  show  you,  numbering 
115  and  weighing  two  ounces  Troy.  The  stones  were  so  wedged  that  I  found 
considerable  difficulty  in  removing  them  until  I  had  broken  up  their  union 
with  a  strong  jet  of  water.  This  jet— a  sort  of  placer  mining — worked 
admirably,  and  I  speedily  had  the  satisfaction  of  finding  all  thoroughly 
removed.  Owing  to  the  fear  that  some  of  the  pus  might  have  escaped  into 
the  belly,  I  washed  out  the  abdomen  thoroughly  through  the  original  wound, 
and  then  made  a  suprapubic  counter-opening  and  flushed  the  abdomen  again 
freely  with  hot  water.  A  glass  drainage-tube  was  inserted  into  the  lower 
wound,  and  I  then  proceeded  to  stitch  the  gall-bladder  to  the  abdominal 
wound  with  sutures  of  silk. 

In  doing  this  the  left  side  of  the  gall-bladder  was  torn,  obliging  me  to  close 
the  tear  with  several  Lembert  sutures  of  iron-dyed  silk,  and  to  make  the 
tear  still  more  secure  I  stitched  to  the  gall-bladder  a  piece  of  omentum  which 
appeared  to  reinforce  it  strongly.  A  rubber  drainage-tube  was  introduced  into 
the  gall-bladder  and  the  wound  closed  with  silkworm-gut.  The  operation 
lasted  one  hour.  Apart  from  some  nausea  produced  by  the  ether  the  patient 
had  very  little  discomfort  from  the  operation.  The  same  evening  the  tem- 
perature, pulse,  and  respiration-— which  before  operation  were  101.5°,  pulse 
65,  respiration  26 — were  normal.  At  four  the  same  afternoon  urine 
was  passed  voluntarily,  and  some  flatus.  No  food  was  given  by  the 
mouth  the  first  twenty-four  hours.  The  day  after  the  operation  urine,  flatus 
and  a  putty-colored  stool  were  passed.  No  pain,  nausea,  or  vomiting  ;  bile 
saturated  the  dressings,  requiring  frequent  change  of  them.  The  measured 
quantity  of  bile  was  about  eighteen  ounces  in  twenty-four  hours.  From  this 
time  for  three  days  her  condition  was  encouraging,  for  although  the  pulse 
remained  from  1 1 4  to  120,  temperature  from  102°  to  98°,  yet  she  took  nourish- 
ment, slept,  had  no  pain  or  tympanites,  the  urine  cleared  up  and  she  expressed 
herself  as  markedly  better.  On  the  morniug  of  the  19th,  she  had  an  offen- 
sive bilious  movement,  the  temperature  fell  to  98°,  and  the  belly  was  flat ; 
and  at  3  p.  M.  the  temperature  was  98.4°  ;  pulse  94,  respiration  22.  I 
thought  she  was  sure  to  recover,  but  at  10  P.  m.  she  suddenly  went  into  a 
collapse,  and  died,  in  spite  of  all  I  could  do,  at  5  A.  M.  on  the  20th.  The 
autopsy  showed  no  peritonitis,  no  malignant  disease ;  the  sutures  were 
intact,  the  adhesions  firm  and  the  ducts  patent. 

The  death  must  be  charged  to  cholemia  and  delay.    I  think  I 
can  trnly  say  delaying  operation  killed  her. 
The  next  case  is  my  own. 
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I  have  always  been  athletic,  and  as  a  medical  student  won  the  heavy-weight 
sparring  championship  of  Harvard ;  am  5  feet  9  inches  in  height,  weigh  210 
pounds,  and  am  37  years  of  age.  The  first  symptom  which  I  now  associate 
with  my  trouble  was  an  attack  of  atrocious  pain  in  the  epigastrium  six  years 
ago,  coming  on  suddenly  whilst  I  was  in  the  field  shooting.  The  pain  was 
simply  horrible  ;  I  could  scarcely  breathe,  was  bathed  in  a  cold  sweat,  and 
found  I  could  run  easier  than  I  could  walk.  By  several  rapid  bursts  of  run- 
ning I  reached,  more  dead  than  alive,  the  house  where  I  was  staying,  a  hun- 
dred rods  distant.  My  wife  and  family  were  alarmed  at  my  ghastly  color  and 
thought  me  dangerously  ill.  However,  a  full  dose  of  morphine  and  atropine, 
hypodermatically,  gave  me  relief  in  twenty  minutes,  and  in  a  couple  of  hours' 
I  was  again  in  the  fields.  I  had  no  further  trouble  save  an  occasional  attack 
of  what  I  regarded  as  indigestion,  until  four  years  ago,  when  I  had  a  very 
severe  attack  ushered  in  by  terrific  pain  and  vomiting.  The  illness  lasted  ten 
days,  and  jaundice  came  on  almost  immediately  and  persisted  for  some  time 
after  I  had  taken  up  my  work.  My  attacks  became  more  and  more  frequent 
but.  were  not  accompanied  by  jaundice.  As  they  increased  in  frequency  my 
attention  was  drawn  more  closely  to  their  various  symptoms,  particularly  as 
in  the  subsequent  attacks,  owing  to  the  absence  of  jaundice,  doubt  was  cast  by 
my  friends  on  my  diagnosis  of  gallstones.  The  attacks  were  usually  sudden, 
having  no  connection  with  the  taking  of  food,  only  rarely  accompanied  by 
vomiting,  always  by  clay-colored  stools — and  later  in  my  case  I  noticed  that 
clay-colored  stools  would  sometimes  precede  an  attack  by  one,  two,  or  three 
days.  The  pain  was  always  in  the  epigastrium,  never  in  the  liver  or  gall- 
bladder, and  there  never  was  any  shoulder  pain.  This  shoulder  pain  has,  in 
my  experience,  occurred  in  but  an  extremely  small  proportion  of  cases. 
Usually  my  attacks  were  of  short  duration,  consisting  of  one  or  two  paroxysm, 
which  were  relieved  by  a  one-fifth  grain  of  morphine,  and  T^jth  grain  of 
atropine.  I  ought  to  say  that  I  am  very  sensitive  to  morphine  and  espe- 
cially so  to  atropine.  In  the  early  spring  of  1889  my  attacks  became  much 
more  frequent ;  probably  due  to  driving  over  as  bad  city  streets  and  roads  as 
are  to  be  found.  The  attacks  not  infrequently  come  on  at  night,  awaking 
me  from  sleep  by  a  sense  of  uneasiness  and  tension  in  the  epigastrium. 
Associated  with  this  epigastric  uneasiness  there  was  no  tenderness  in  the 
epigastrium,  although  palpation  always  showed  tenderness  of  the  lower  bor- 
der of  the  liver,  and  it  was  exquisite  over  the  gall-bladder.  Many  a  time 
after  being  so  awakened  I  have  for  a  long  time  studied  the  augmenting  vio- 
lence of  these  paroxysms  and  noted  by  palpation  the  increasing  tenderness  of 
liver  and  gall  bladder,  until  hellish  pain  banished  scientific  curiosity,  and  I 
sought  relief  in  morphine.  Later  in  the  summer  of  1889 1  had  several  parox- 
ysms a  week,  but  none  were  so  severe  as  to  keep  me  from  my  daily  round, 
although  often  I  would  be  compelled  to  lie  down  in  a  patient's  house  or  with 
set  teeth  finish  my  visit,  to  return  home  to  get  into  a  hot  bath  for  relief  rather 
than  to  be  constantly  resorting  to  morphine.  The  evening  I  left  Albany  to 
attend  our  Cincinnati  meeting  I  had  two  paroxysms  brought  on  by  the  shak- 
ing of  the  train,  and  each  day  after  I  had  at  least  one  and  often  several 
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paroxysms.  In  Chicago  I  was  obliged  several  times  to  cut  short  carriage 
drives  because  of  the  pain  even  an  easy  carriage  brought  on.  So  constant  were 
the  attacks,  so  great  was  the  pain,  and  so  hopeless  the  future  without  opera- 
tion, that  I  wrote  from  Chicago  to  Mr.  Tait,  asking  if  he  would  operate  on 
me.  On  my  return  home  I  took  up  my  work,  but  found  that  the  slight 
motion  of  an  easy  buck-board  over  a  smooth  road  would  bring  on  pain  in  a 
few  minutes.  This  I  combated  with  grit,  hot  baths,  wild  yam,  and  when  I 
could  bear  it  no  longer,  morphine.  Three  weeks  of  trying,  wearing  work  went 
by,  when  I  received  Mr.  Tait's  reply  to  my  Chicago  letter.  It  was:  "  Come 
over,  and  I  will  do  my  best  for  you."  In  a  week  I  made  my  preparations,  and 
on  November  30,  my  wife  and  I  sailed  on  the  "City  of  Paris."  Every  day  at 
sea  I  had  one  or  more  attacks  which  yielded  to  morphine.  I  felt  that  if  I  was 
to  be  operated  on  as  I  intended  to  be,  I  should  at  least  enjoy  all  the  comfort 
morphine  could  give.  It  was  December  11th  before  I  could  see  Mr.  Tait,  who 
was  absent  from  home  on  my  arrival.  He  looked  me  over ;  could  find  no 
enlargement  of  the  liver,  no  jaundice,  and  the  only  evidence  of  gallstones 
apart  from  my  history  was  exquisite  tenderness  over  the  gall-bladder.  I  had 
had,  by  the  way,  a  tremendous  attack  forty-eight  hours  before.  In  view  of 
my  history  he  thought  I  ought  to  be  operated  on,  and  I  asked  him  to  operate 
the  next  day,  so  as  to  relieve  my  wife,  and  friends  at  home,  from  their  anxiety. 
Mr.  Tait  counselled  a  few  days'  delay,  advising  me  to  get  my  lodgings,  and  as 
soon  as  settled  he  would  send  me  a  nurse  and  operate  a  few  days  later.  The 
same  day  I  obtained  excellent  lodgings  and  found  awaiting  me  the  nurse  who 
was  to  care  for  me.  The  day  but  one  after,  Mr.  Tait  operated.  A  mixture 
of  ether  and  chloroform  (2:1)  was  used  in  a  Clover's  inhaler.  The  opera- 
tion was,  I  am  told,  a  very  difficult  one  because  of  the  great  thickness  of 
the  abdominal  walls,  and  the  fact  that  I  had  a  contracted  gall-bladder  so 
small  as  to  make  its  attachment  to  the  abdominal  walls  very  difficult.  In 
addition  to  a  large  quantity  of  grit,  Mr.  Tait  removed  114  stones  which 
are  contained  in  the  vials  B  and  C.  There  was  sharp  hemorrhage  from 
a  branch  of  the  cystic  artery  which  caused  some  annoyance.  A  rubber 
drainage-tube  was  inserted  into  the  gall-bladder,  which  was  united  to 
the  abdominal  wall  by  four  buried  silk  sutures,  and  the  abdominal 
wound  closed  with  four  silk  sutures.  The  duration  of  the  operation 
was  fifteen  minutes.  The  only  discomfort  after  the  operation  was  from 
the  dragging  of  the  gall-bladder  in  the  wound,  and  the  laryngeal  irritation 
produced  by  the  ether.  For  thirty  hours  I  had  no  nourishment,  and  after 
that  a  teaspoonful  every  fifteen  minutes  of  equal  parts  of  milk  and  lime- 
water.  The  fourth  day  my  bowels  were  moved  by  a  turpentine  enema,  and 
on  the  fifth  day,  owing  to  some  hemorrhage,  the  drainage-tube  and  stitches 
were  removed,  and  I  could  turn  to  either  side,  much  to  my  relief.  I  sat  up 
the  ninth  day,  went  out  to  dinner  the  tenth,  and  walked  four  miles  the 
twelfth  day.  I  had  determined  to  be  operated  on  before  my  constitution 
broke  under  the  torture,  and  I  think  my  prompt  recovery  proved  the  wisdom 
of  so  doing.  For  the  first  few  days  after  the  operation  the  dressings  were 
saturated  with  bile  and  required  changing  every  fifteen  minutes  to  a  half 
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hour;  after  the  removal  of  the  tube  the  bile  diminished  greatly  in  quantity, 
although  I  had  to  be  padded  freely  for  a  week  after  getting  on  my  feet 
About  a  fortnight  after  the  operation  Mr.  Tait  cut  away  the  first  buried 
suture  and  I  removed  the  remainder  about  two  weeks  later.  Bile  ceased  to 
come  through  the  fistula  the  third  week,  and  it  was  firmly  closed  by  the  sixth 
week.    For  several  months  I  wore  an  abdominal  bandage. 

To  return  to  the  general  subject.  We  know  nothing  of  the  true 
mortality  of  gallstones;  for  many  cases  undoubtedly  die  from 
them,  and  are  buried  under  diagnoses  of  peritonitis,  obstruction  of 
bowels,  malignant  disease,  jaundice,  colic,  etc.  Our  knowledge  of 
its  mortality  is  as  obscure  as  that  of  extra-uterine  pregnancy  was  a 
few  years  ago.  As  to  the  etiology  as  little  is  known,  except  that  it 
is  much  more  common  in  the  countries  where  fat  forms  a  larger 
part  of  the  dietary  than  in  the  tropics.  As  to  the  diagnosis:  There 
is  usually  a  history  of  dyspepsia  of  varying  duration  before  the  first 
pronounced  attack,  not  infrequently  attacks  of  so-called  indigestion 
or  gastralgia,  whose  nature  only  becomes  clear  when  jaundice  hap- 
pens to  be  associated.  The  shoulder  pain,  of  which  the  books  make 
so  much,  is  very  infrequent — so  infrequent,  in  fact,  as  to  be  of  no 
diagnostic  importance.  On  the  other  hand,  the  pain  in  the  vast 
majority  of  cases  is  epigastric,  and  not  referred  to  the  liver  even 
when  palpation  shows  the  liver  border  and  gall-bladder  to  be 
excessively  tender.  Senac  wras  the  first,  I  believe,  to  call  attention 
to  the  fact  that  the  pain  is  usually  epigastric.  There  seems  to  be  a 
belief  among  the  profession  that  jaundice  is  almost  a  necessary 
consequence  of  gallstones.  Yet  the  fact  is,  without  a  doubt,  that 
it  is  only  when  the  hepatic  or  common  ducts  are  completely  ob- 
structed that  jaundice  occurs,  and  even  then  if  the  stone  is  small  it 
may  be  of  so  evanescent  a  character  as  to  escape  notice.  In  my  own 
case  in  all  my  several  hundred  paroxysms  I  never  was  noticeably 
jaundiced  but  twice,  although  my  complexion  was  muddy.  Yet  I 
have  detected  bile  in  my  urine  within  an  hour  after  a  paroxysm 
which  was  followed  for  a  couple  of  days  by  clayish  stools  but  no 
jaundice. 

A  few  days  since  I  was  consulted  by  a  former  patient  residing  in 
an  adjoining  city,  whose  first  attack  came  on  the  day  after  falling 
through  a  hatchway.  The  attack  lasted  ten  days  and  was  accom- 
panied by  jaundice.  Now,  after  eighteen  months,  the  attacks  occur 
fortnightly  but  are  not  accompanied  by  jaundice.    In  my  own  case 
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I  would  explain  this  absence  of  jaundice  by  the  stones  being  both 
very  large  and  very  small.  Some  were  so  small  that  after  the  ex- 
tremely painful  passage  of  the  sensitive  cystic  duct  they  found  no 
difficulty  in  traversing  the  much  more  distensible  and  far  less  sen- 
sitive common  duct,  and  occasioned  only  a  very  brief  obstruction 
to  the  bile  at  the  duodenal  opening.  The  larger  ones  were  so  large 
that  when  shaken  into  the  mouth  of  the  cystic  duct  they  would 
cause  pain,  but  could  not  lodge  or  pass  into  the  common  duct,  and 
consequently  could  not  obstruct  the  flow  of  bile  into  the  intestine. 

Early  in  my  case  I  acquired  the  habit  of  daily  observing  my 
stools,  and  found  that  always  after  an  attack,  and,  strange  to  say, 
sometimes  a  day  or  two  before  a  paroxysm,  the  stools  would  be  clay- 
colored.  I  also  observed  that  the  gall-bladder  was  tender  to  light 
palpation  a  day  or  two  before  some  attacks,  although  no  symptoms 
called  my  attention  to  my  liver,  it  being  discovered  by  my  habit  of 
palpating  this  organ.  Occasionally  the  disease  is  ushered  in  by  an 
intermittent  fever  due  to  suppurative  inflammation  of  the  gall-ducts, 
and  this  is  well  to  remember  in  doubtful  cases  accompanied  by 
jaundice.  We  are  less  likely  to  operate  for  gallstones  and  find  we 
are  mistaken,  than  to  run  up  against  them  when  we  have  diagnosti- 
cated some  other  condition.  Mr.  Tait  operated  on  a  tumor  with  the 
diagnosis  of  broad-ligament  cyst  and  found  a  gall-bladder  distended 
by  eleven  pints  of  fluid  ;  the  stones  were  removed  and  the  gall- 
bladder drained  below  the  umbilicus,  with  recovery  of  the  patient. 
The  late  Dr.  Hutchinson,  of  Brooklyn,  had,  I  believe,  a  similar  ex- 
perience. We  may  find  malignant  disease  complicating  the  case, 
but  no  harm  is  done  by  an  exploration.  Medical  treatment  is,  I 
think,  of  little  avail  in  removing  gallstones  when  once  formed.  It 
cannot  dissolve  the  stones,  and  so  it  must  aim  ouly  to  relieve  the 
constitutional  vice  leading  to  their  formation  and  to  assuage  the 
torments  of  the  paroxysms.  For  the  constitutional  vice  I  think 
exercise,  temperate  eating,  the  salines,  Carlsbad  water,  salicylate 
and  phosphate  of  soda,  iron,  aud  possibly  the  wild  yam  (Dioscorea 
vittosa)  may  be  of  service.  But  during  the  paroxysm,  nothing,  in 
my  opinion,  equals  hypodermics  of  morphine  and  atropine.  Hot 
baths  and  wild  yam  are  excellent  adjuvants,  but  for  the  severest 
pain  I  think  nothing  equals  the  morphine  aud  atropine.  In  some 
attacks  the  wild  yam  gave  me  very  prompt  relief.  From  chloro- 
form or  chloral  internally  I  never  had  any  benefit.    Large  doses  of 
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olive  oil  have  gained  au  undeserved  reputation  for  removing  large 
numbers  of  so-called  gallstones,  which  were,  in  fact,  nothing  but 
masses  of  saponified  oil.  For  recurrent  cases  I  am  firmly  of  the 
belief  that  operation  is  infinitely  less  dangerous  than  delay  and  the 
only  method  which  promises  an  absolute  cure. 

As  to  operations,  we  may  pass  over  such  follies  as  the  manual 
extrusion,  and  consider  the  only  two  now  practised,  cholecystotomy 
and  cholecystectomy. 

Cholecystectomy,  or  excision  of  the  gall-bladder,  I  regard  as  a 
thoroughly  irrational  operation.  It  was  proposed  and  done  by 
Langenbuch,  of  Berlin,  on  the  assumption  that  the  removal  of  the 
organ  in  which  the  stones  are  commonly  found  would  cure  the  dis- 
ease. The  fact  is,  however,  that  gallstones  may  be  formed  and 
are  found  in  every  portion  of  the  gall-ducts  from  the  liver  tissue 
to  the  intestine.  Thornton  and  Tait  have  both  removed  them  suc- 
cessfully from  liver  tissue,  the  stones  numbering  in  one  of  Thorn- 
ton's cases  as  many  as  443.  As  yet  we  know  nothing  of  the  office 
of  the  gall-bladder,  but  it  would  seem  from  Mr.  Tait's  investiga- 
tions that  it  probably  produces  a  ferment  needed  in  digestion.  To 
extirpate  such  an  organ  unnecessarily  seems  to  me  very  bad  surgery. 
I  certainly  would  not  assent  to  become  a  patient  of  an  operator  so 
illogical  as  to  prefer  the  excision  of  the  organ  to  simple  incision.  It 
should,  in  my  opinion,  never  be  an  operation  of  election,  and  if 
done  at  all  should  be  confined  to  fragile  gall-bladders.  Even  here 
I  think  suture  of  the  gall-bladder  and  omental  buttress  grafts  may 
supplant  it,  or  an  artificial  sac  may  be  made  from  omentum,  and 
then  the  operation  reduced  to  the  conditions  of  cholecystotomy. 

In  cholecystotomy,  as  first  planned  by  Pettit  in  1745,  first  per- 
formed by  Marion  Sims  in  1878,  and  fought  into  recognition  by 
the  genius  and  pluck  of  Lawson  Tait,  we  have  the  ideal  operation. 
Ideal  I  say,  because  it  enables  us  to  remove  collections  in  the  gall- 
bladder, the  most  common  situation  ;  at  the  same  time  it  affords  a 
channel  for  the  bile  to  escape  if  there  is  any  temporary  obstruction, 
as  inflammatory  swelling  or  an  overlooked  stone  in  the  common 
duct.  If  there  are  stones  in  the  common  duct  they  can  be  removed 
by  crushing,  as  done  by  Tait,  or  by  excision  and  subsequent  suture 
of  the  duct,  as  has  been  very  successfully  done  by  Thornton. 
Patients  may  live  for  years  with  no  bile  entering  the  intestine  so 
long  as  an  exit  is  given  to  the  bile  by  a  fistula,  which  is  a  marked 
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contrast  to  what  the  issue  would  be  were  a  stone  impacted  in  the 
common  duct  overlooked  in  a  case  of  cholecystectomy.  In  this 
latter  case  one  of  two  equally  fatal  conditions  would  result — either 
slow  poisoning  from  the  retained  bile,  or  rapidly  fatal  peritonitis 
from  the  forcing  by  retained  bile  of  the  ligatured  cystic  duct.  In 
case  of  a  reaccumulation  in  the  gall-bladder,  very  slight  though 
the  chances  appear,  a  simple  incision  in  the  cicatrix  of  the  adherent 
gall-bladder  would  give  easy  access  to,  and  exit  for,  the  stones.  The 
dragging  of  the  adherent  gall-bladder  at  first  is  somewhat  inconve- 
nient aud  unpleasant,  but  in  my  own  case  it  did  not  make  itself 
felt  more  than  a  few  months,  and  this  summer  I  have  rowed, 
sparred,  swam,  and  played  lawn  tennis  without  the  slightest  incon- 
venience. The  danger  of  a  permanent  fistula  is  very  slight  as  it  is 
only  when  an  obstruction  in  the  common  duct  has  been  unrelieved 
that  this  can  occur.  If  from  an  impacted  stone  time  may  be  gained 
for  its  excision  or  crushing,  and  if  the  obstruction  is  insurmount- 
able we  can  still  do  a  cholecysto-enterostomy  as  has  been  success- 
fully done  by  Grieg  Smith  and  Winiwarter,  and  thus  divert  the 
bile  to  the  bowel  and  close  the  fistula.  To  suture  the  incised  gall- 
bladder and  drop  it  back  exposes  the  patient  during  the  first  few 
days  to  the  same  danger  as  cholecystectomy,  and  its  mortality  has 
been  enormous.  As  to  the  comparative  mortality  of  the  operations 
I  can  give  no  accurate  statistics  of  cholecystectomy,  although  it  is 
far  more  fatal  in  its  author's  hands  than  cholecystotomy  in  Mr. 
Tait's.  Mr.  Tait  had,  until  a  few  weeks  ago,  operated  upon  sixty- 
seven  cases,  of  which  three  only  had  died  ;  one  of  suffocative  catarrh 
three  weeks  after  operation,  and  two  of  cancer,  but  none  of  the 
deaths  were  directly  connected  with  or  chargeable  to  the  operation. 
Mayo  Robson,  Grieg  Smith,  Dr.  Savage,  and  Dr.  Bantock  have 
had  unbroken  success  with  the  operation  as  performed  by  Tait. 
Thornton,  a  year  ago,  had  done  forty-three  consecutive  successful 
cholecystotomies,  and  eight  cholecystectomies.  From  this  it  cer- 
tainly appears  that  in  the  hands  of  men  expert  in  abdominal  sur- 
gery the  mortality  is  extremely  small.  As  to  contra-indications, 
Mr.  Tait  wrote  me  a  short  time  since:  "  I know  of  none  save  malig- 
nant disease.  I  have  removed  successfully  gallstones  from  the 
liver  itself,  and  from  every  portion  of  the  biliary  canals." 
My  conclusions  are : 

1.  Epigastric  pain,  with  tender  liver  border  and  gall-bladder, 
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and  clay-colored  stools  are  the  cardinal  diagnostic  points.  Jaun- 
dice and  shoulder  pain  are  too  infrequent  to  be  of  much  value. 

2.  Medicines  are  of  only  temporary  value  in  cases  of  gallstones, 
as  we  can  never  tell  whether  we  have  large  or  small  stones  to  deal 
with. 

3.  Early  operations  will  cure  with  but  a  very  small  fatality, 
probably  less  than  5  per  cent. 

4.  The  excision  of  the  gall-bladder  should  never  be  an  operation 
of  election. 

5.  Cholecystotoray  satisfies  all  requirements  of  the  operation. 

6.  Recurrences  are  as  yet  unknown. 

7.  Teachers  of  medicine  usually  wait  for  the  post-mortem  to  clear 
up  the  ca.se  rather  thau  advise  an  early  exploration. 


DISCUSSION. 

Dr.  Robert  T.  Morris,  of  New  York. — I  think  we  ought  to  call 
for  statistics  and  data  bearing  upon  the  point  as  to  what  becomes  of 
the  cases  of  gallstones  which  go  on  for  a  term  of  years ;  cases  in  which 
there  are  no  very  marked  symptoms  ;  cases  in  which  there  are  no  pro- 
found disturbances,  but  cases  in  which  gallstones  undoubtedly  exist. 
A  patient  said  to  me  the  other  day :  "  Doctor,  before  you  take  charge 
of  my  case  for  operation,  I  want  you  to  tell  me,  among  other  things, 
what  becomes  of  most  of  the  cases  of  gallstones  in  which  you  find 
such  symptoms  as  I  have?  "  I  said :  "  The  cases  I  have  seen  of  that  sort 
have  been  principally  dispensary  cases,  and  after  a  certain  length  of 
time  they  ceased  to  come  back."  According  to  the  plan  of  some  Ger- 
man medical  statistics  those  would  be  put  on  the  list  as  cured  cases. 

One  diagnostic  point  Dr.  Seymour  did  not  bring  up,  viz.,  the  sul- 
phuric acid  test,  after  a  paroxysm.  For  two  or  three  days  the  stools 
should  be  collected  and  put  in  a  wide  pan  mixed  with  water,  stirred, 
the  water  carefully  poured  off,  and  the  residue  examined  for  gall- 
stones and  inspissated  bile.  Touch  the  residue  in  the  pan  with  sul- 
phuric acid  and  the  biliverdin  turns  a  very  bright  scarlet  if  it  is 
present. 

It  is  not  always  easy  to  make  a  diagnosis. 

In  one  case  of  endothelioma  of  the  brain,  the  patient  gave  no  his- 
tory of  other  disease,  yet  on  necropsy  I  found  enormous  gallstones  in 
the  common  duct.  In  another  case  the  patient  had  given  no  history 
of  paroxyms  of  pain  or  anything  referable  to  the  gall-bladder.    I  cut 
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down  to  remove  a  fibroid  tumor  of  the  abdominal  wall,  when  I  found 
a  very  thick  gall-bladder  and  a  mass  of  lymph  thrown  out  uniting  the 
intestines  about  the  mass  ;  and  this  contained  several  large  gallstones. 
In  this  case  I  removed  the  gall-bladder  because  of  its  large  size  and 
thickness.  Cholecystotomy,  however,  is  the  operation  of  election.  In 
another  case  in  which  we  had  very  distinct  paroxysms,  the  patient 
would  be  suddenly  attacked,  would  roll  off  a  couch  or  bed  and  curl 
up  in  agony  on  the  floor  until  a  physician  came  and  gave  chloroform. 
This  patient  would  occasionally  have  jaundice.  The  gallstones  could 
be  felt.  I  invited  several  members  of  the  profession  to  be  present  at 
the  operation.  I  found  a  small  fibroid  tumor  pressing  on  the  gall- 
bladder, but  no  gallstones  whatever.  It  should  not  be  forgotten, 
therefore,  that  we  may  have  diseases  simulating  gallstones.  The  pa- 
tients operated  upon  recovered. 

The  question  whether  stones  can  be  dissolved  or  not  is  not  interest- 
ing for  some  of  us  who  are  sceptics,  but  patients  are  very  frequently 
told  by  physicians  that  their  gallstones  can  be  dissolved.  In  fact  I 
know  of  patients,  once  under  my  care,  who  are  now  going  the  rounds, 
having  their  gallstones  dissolved.  Where  they  will  get  to  I  do  not 
know.  We  can  base  our  treatment,  it  seems  to  me,  upon  the  belief 
that  gallstones  are  not  formed  in  the  gall-bladder ;  so  that  treatment 
which  aims  to  cure  the  catarrh  of  the  gall-bladder  and  bile-duct  is 
like  greasing  the  wagon  to  cure  a  lame  horse.  I  wish  to  go  upon 
record  as  being  in  favor  of  very  early  cholecystotomy  and  opposed  to 
procrastinating  medicinal  treatment.  This  attitude  I  have  assumed 
after  becoming  familiar  with  statistics  of  comparative  results  of  action 
and  of  timid  neglect  in  dealing  with  gallstone  cases,  in  which  the 
patients  are  "  pretty  well  most  of  the  time." 

Dr.  Joseph  Hoffman,  of  Philadelphia. — The  question  has  been 
asked  concerning  the  use  of  the  bile.  In  two  cases  under  my  notice  I 
have  found  the  patients  were  extremely  emaciated.  There  is  no  doubt 
that  the  cutting  off  of  the  bile  tends  to  this  effect.  Bile  emulsifies  fats. 
It  is  a  natural  laxative  and  prevents  putrefaction  in  the  intestinal 
canal,  and  when  absent  it  is  easy  to  understand  how  nutrition  must  be 
interfered  with  from  physiological  causes. 

The  next  thing  is  diagnosis.  The  surest  way  to  a  correct  diagnosis  is 
to  find  the  stones.  I  have  one  case  in  which  the  exploratory  incision 
was  made. 

Concerning  jaundice.  It  is  a  very  uncertain  symptom.  In  two  cases 
I  have  in  mind  there  was  no  jaundice,  the  patients  were  merely  sallow, 
and  there  was  no  pain  over  the  region  of  the  gall-bladder. 

The  operation  of  scraping  the  tube  I  regard  as  dangerous.  Mr. 
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Tait's  method  of  crushing  it  in  the  duct  is  very  well  for  him,  but  I 
think  exceedingly  hazardous,  owing  to  the  nature  of  the  duct  itself. 
Drainage  from  the  bladder,  if  it  can  be  positively  stated  that  the 
stones  are  all  removed,  I  think,  should  be  omitted ;  but,  because  of 
the  uncertainty  as  to  this  fact,  it  may  be  regarded  as  absolutely  indi- 
cated. 

Dr.  J.  M.  Baldy,  of  Philadelphia— I  would  like  to  ask  Dr.  Sey- 
mour in  regard  to  his  early  symptoms,  supposed  to  be  typhlitis. 

Dr.  Seymour. — The  pain  and  tenderness  was  very  distinctly 
located  over  the  appendix.  I  had  difficulty  in  stretching  out  the  right 
leg.  When  I  had  this  attack  of  typhlitis  in  Vienna  in  1880,  I  sent 
for  Dr.  Holt  and  asked  him  to  take  charge  of  me.  I  told  him  my 
diagnosis,  and  that  I  had  not  sent  for  Billroth  or  any  of  the  practising 
surgeons  because  I  wanted  to  be  handled  in  such  a  manner  as  to  be 
given  a  chance  to  recover.  I  asked  him  to  promise  me  if  I  was  not 
better  in  twenty-four  hours  he  would  cut  down  and  relieve  me  if  pos- 
sible. There  was  no  tumefaction  but  great  pain.  In  the  course  of 
three  or  four  weeks  I  had  a  slight  attack  again. 

Dr.  Baldy. — I  asked  the  question  because  it  occurred  to  my  mind 
and  seems  to  me  to  be  a  justifiable  suspicion,  that  there  was  not  an 
attack  of  typhlitis  at  this  time,  but  possibly  the  first  indication  of  Dr. 
Seymour's  gall  trouble.  The  report  we  have  had  from  Dr.  Seymour 
is  of  more  than  passing  interest  and  certainly  of  the  utmost  value  to 
the  Society.  No  one  can  speak  so  truly  and  feelingly  as  one  who  has 
passed  through  the  trying  ordeal. 

As  to  the  question  of  dissolving  stone,  I  have  about  as  much  faith 
in  the  dissolving  of  gallstones  as  I  have  in  the  treatment  by  oil.  I 
believe  the  man  who  tells  his  patients  that  he  dissolves  or  can  dissolve 
his  gallstones  is  a  quack.  There  is  not  the  slightest  possible  evidence 
in  that  connection.  Dr.  Seymour  spoke  of  clay-colored  stools  occur- 
ring several  days  before  the  attacks.  I  think  it  is  a  reasonable  theory  to 
suppose  that  the  gallstone  is  in  the  process  of  passing  the  duct.  I  think 
we  must  look  in  the  future  to  medical  treatment  to  a  certain  extent ; 
not  for  relief  after  the  gallstone  has  been  formed,  but  for  a  cure  of  our 
patient  after  the  gallstone  has  been  removed  or  before  they  have  been 
formed  sufficiently  to  cause  great  trouble.  If  a  patient  has  gallstones, 
i.  e.,  if  he  has  passed  some,  we  must  look  to  medical  treatment  to  pre- 
vent re-formation.  Surgery  cannot  touch  them.  We  do  not  know  the 
modus  operandi  of  the  formation  of  the  stones  and  have  nothing 
definitely  to  go  at,  but  we  can  remove  them  after  they  have  formed. 
I  question  much  if  there  will  not  be  a  return  of  gallstones  in  many 
cases  after  operation.    The  disease  which  caused  them  undoubtedly 
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continues  to  exist.  Patients  sometimes  pass  the  stones  in  large  quan- 
tities for  years.  There  comes  the  question,  I  think,  of  the  future, 
which  is  going  to  decide  which  is  the  best  operation,  complete  removal 
of  the  gall-bladder  or  stitching  to  the  abdominal  opening.  At  present 
there  is  but  one  operation  of  election,  that  is,  stitching  and  draining. 
If  we  find  that  the  removal  of  the  gall-bladder  can  be  done  with 
safety,  I  think  the  time  may  possibly  come  to  accept  that  as  the  opera- 
tion to  cure  our  patients  permanently.  That  at  present  is  a  mere  pos- 
sibility. As  to  the  advisability  of  the  early  operation  :  I  would  have 
a  good  deal  of  hesitation  in  advising  an  early  cholecystotomy.  Many 
patients  die  of  other  diseases  and  the  gallstones  are  found  and  sus- 
pected for  the  first  time  in  the  post-mortem  examination.  Many  pa- 
tients in  whom  we  know  gallstones  exist  have  few  attacks.  The 
attacks  are  far  between  and  are  not  so  severe  that  they  cannot  be 
tided  in  a  medical  way  over  the  acute  exacerbation.  There  are  many 
difficulties  in  performing  the  operation,  even  in  the  hands  of  the  best 
surgeons.  Dr.  Seymour's  own  case  (the  shrinkage  of  the  gall-bladder) 
illustrates  that.  I  would  not  have  it  uuderstood  that  in  a  case  like 
Dr.  Seymour's  an  operation  should  not  be  done  quickly  ;  I  certainly 
would  advise  it  in  such  severe  and  advanced  cases. 

•Dr.  A.  Vander  Veer,  of  Albany. — The  case  Dr.  Seymour  refers 
to  as  occurring  in  the  practice  of  Dr.  Nichols,  of  Troy,  I  saw,  as  men- 
tioned by  the  essayist,  and  urged  operation  at  that  time,  feeling  con- 
vinced that  there  were  gallstones  present.  But  that  case  already  pre- 
sented a  condition  such  as  I  have  never  seen  a  patient  recover  from. 
I  mean,  when  a  patient  with  the  history  of  long  suffering  that  attends 
a  case  of  biliary  calculi  reaches  a  condition  of  emaciation,  and  ecchy- 
motic  spots  are  found  over  the  body,  I  have  never  seen  a  case  recover 
when  in  that  condition ;  and  I  said  to  Dr.  Nichols,  "  If  this  case  is  to 
be  operated  upon,  let  it  be  done  immediately."  Just  there  came  one  of 
those  conditions  where  the  attending  physician  said,  "  Oh,  it  is  a  case 
of  cancer ;  what  is  the  use  ?  "  There  was  a  delay  of  thirteen  days  be- 
fore the  operation  was  concluded. 

Dr.  Sabin's  case  is  one  of  the  cases  in  which  we  have  an  illustration 
of  the  faith  hung  upon  medical  treatment  of  gallstones.  Only  five 
days  before  his  death  he  attended  a  meeting  of  the  Albany  County 
Medical  Society,  where  I  met  him,  and  said  to  him  :  "  Doctor,  you  are 
comfortable  and  nice  to-night,  and  yet  you  are  a  subject  for  operation. 
You  ought  to  have  your  gall-bladder  opened  some  day." 

Dr.  W.  E.  B.  Davis,  of  Birmingham. — There  are  difficulties  in 
diagnosis,  but  an  exploratory  incision  in  these  cases  will  do  very  little 
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harm,  and  in  those  cases  where  we  think  it  necessary  to  operate  there 
are  usually  symptoms  sufficient  to  warrant  the  procedure. 

About  two  weeks  ago  I  operated  on  a  woman,  a  member  of  one  of 
our  best  families,  for  gallstones.  She  had  a  tumor  in  the  right  side  of 
the  abdomen  which,  in  the  erect  position,  would  extend  below  the 
umbilicus.  There  was  soreness  over  the  tumor,  but  no  pain  in  the 
shoulder ;  very  few  symptoms  of  gallstones.  Had  never  had  attacks 
of  hepatic  colic.  A  number  of  good  men  had  pronounced  it  floating 
kidney.  In  the  recumbent  position  it  would  go  up  under  the  ribs. 
She  was  anemic  and  cadaveric  looking,  and  her  condition  was  growing 
worse.  She  insisted  that  I  should  operate  upon  her.  It  was  my 
opinion  that  it  was  the  gall-bladder,  and  I  consented  to  make  an  ex- 
ploratory operation.  In  the  presence  of  a  number  of  the  members  of 
our  Birmingham  profession,  I  made  an  incision  parallel  with  the  lower 
border  of  the  ribs,  over  the  seat  of  the  tumor,  aspirated  the  gall-blad- 
der, opened  it,  emptied  it  of  fifty-one  gallstones  and  attached  the 
bladder  to  the  abdominal  walls.  One  stone  was  removed  from  the 
cystic  duct.  When  I  left  home  the  patient  was  doing  well.  I  should 
object  to  removing  the  gall-bladder.  The  bladder  in  this  case  was 
easily  attached  to  the  wound.  I  put  in  a  rubber  tube,  which  was  re- 
moved in  thirty-six  hours.  There  was  never  any  jaundice  in  this 
patient.  I  would  not  favor  sewing  up  the  gall-bladder  and  returning 
it  to  the  abdominal  cavity.  A  small  opening  only  should  be  made  in 
the  bladder. 

Dr.  W.  L.  Robinson,  of  Danville,  Va.— The  question  has  been 
raised  whether  we  can  prevent  the  formation  of  gallstones.  I  do  not 
know  that  my  observation  has  been  sufficient  to  establish  anything 
definite  on  this  point,  but  the  indications  from  cases  I  have  had  under 
treatment  quite  early  have  seemed  to  demonstrate  the  fact  that  the 
constant  use  of  the  White  Sulphur  water  prevents  their  re-formation. 
Whether  it  is  due  to  its  alkaline  and  antiseptic  properties  or  to  its 
causing  reduction  of  the  catarrhal  condition  of  the  duodenum  and 
gall-duct,  I  do  not  know.  Those  who  have  been  drinking  the  sulphur 
water  at  the  Springs  will  demonstrate  the  perfect  saturation  of  all  the 
tissues  of  the  body  in  a  short  time.  I  had  a  patient  who  passed 
thirty-three  gallstones  in  a  short  time,  and  was  completely  jaundiced 
until  he  was  green,  three  years  ago.  He  has  never  had  a  return,  but 
has  since  used  the  sulphur  water  faithfully.  I  have  had  four  other 
similar  cases. 

Dr.  Seymour  (closing  the  discussion). — I  will  be  as  brief  as  possible, 
but  I  feel  that  there  are  certain  subjects  to  be  touched  upon.  First, 
as  to  Dr.  Baldy's  expression  in  regard  to  cholecystectomy.    If  there 
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should  be  a  recurrence,  let  me  ask,  what  can  we  do  if  the  gall-bladder 
is  removed  ?  Second,  with  regard  to  the  surgical  procedure  of  crush- 
ing the  stone.  I  think  excision  is  the  more  surgical  one.  What  the 
mechanical  difficulties  are  I  do  not  know  from  experience. 

I  will  state  a  case  that  Mr.  Tait  mentioned  to  me  the  morning  I 
consulted  with  him.  Talking  over  the  matter  of  gallstones  he  said 
that  he  had  crushed  a  stone  in  the  common  duct  and  was  washing  out 
the  gall-bladder  when  he  observed  water  coming  from  down  in  the 
belly.  He  said  he  felt  dreadfully  uncomfortable  a  few  moments,  but 
put  a  drainage-tube  down  in  the  cavity,  and  the  woman  made  a  perfect 
recovery. 

Third,  with  regard  to  recurrence.  Why  the  possibility  of  recur- 
rence should  be  a  contra-indication  of  operation,  I  cannot  understand. 
We  certainly  would  operate  on  stones  in  the  bladder  if  they  recurred 
a  hundred  times.  Anyone  who  has  been  through  the  tortures  of  gall- 
stones, understanding  the  dangers  of  the  complications  that  may  arise 
in  the  case,  feeling  that  he  may  be  stricken  down  at  any  time,  as  I 
was  once  in  the  midst  of  an  operation — and  this  led  me  afterward  to 
always  have  with  me  a  hypodermic  syringe — I  think  anyone  who  has 
suffered  all  this  will  be  thankful  for  relief  for  a  few  months.  If  I 
should  die  within  a  week  from  gallstones  I  would  be  thankful  that  I 
had  had  so  much  of  happy  life. 

I  think  it  is  desirable  in  some  cases  to  make  an  examination  of  the 
urine  for  bile ;  but  I  will  say,  it  is  utterly  useless,  in  my  experience, 
for  gallstone  cases  to  visit  the  eminent  consultants  of  the  country. 
They  are  utterly  wrong  in  the  management  of  many  of  these  cases  ; 
unless  the  patients  are  jaundiced  and  the  gall-bladder  be  felt  they  wait 
too  long  before  advising  surgical  aid.  Last  spring  a  gentleman  sent 
a  mutual  friend  to  me  to  ask  me  what  I  should  advise  in  his  wife's 
case.  I  said :  "  Operation,  by  all  means."  He  wanted  to  know  to 
whom  he  should  send  her  in  New  York  or  Philadelphia.  I  gave 
him  the  names  of  two  eminent  operators,  and  I  think  the  New  York 
operator  consulted  dealt  very  unwisely.  Having  made  a  diagnosis 
of  gallstones  he  sent  the  case  to  a  prominent  medical  consultant.  This 
gentleman  said  he  would  have  none  of  it;  that  the  operation  was 
utterly  futile  and  useless ;  that  he  had  advised  it  in  four  cases  and 
they  had  all  died.  The  medical  consultation  in  gallstones  is  not  to  be 
relied  upon. 


THE  ELASTIC  LIGATURE  IN  THE  EXTRA-PERI- 
TONEAL TREATMENT  OF  THE  PEDICLE. 


By  X.  O.  WERDER,  M.D., 

PITTSBURG. 


The  enthusiastic  expectations  entertained  a  few  years  ago  with 
regard  to  the  intra-peritoneal  methods  of  treating  the  pedicle  in 
supravaginal  hysterectomies  have,  in  spite  of  the  progress  made  in 
the  able  hands  of  Schroeder,  Martin,  and  others,  not  been  realized, 
and  surgeons  have  gradually  returned  to  the  less  ideal  method 
of  extra-peritoneal  treatment  of  the  pedicle  as  originally  practised 
by  Pean  and  subsequently  modified  by  Koeberle,  Tait,  Keith, 
Hegar,  and  Bautock.    All  the  present  methods  have  in  common  : 

1.  Fixation  of  the  pedicle  in  the  lower  angle  of  the  abdominal 
wound. 

2.  The  formation  of  a  peritoneal  floor  around  the  stump  by 
uniting  the  parietal  peritoneum  to  that  covering  the  pedicle,  for 
the  purpose  of  excluding  all  septic  matter  from  the  abdominal 
cavity  which  might  form  in  the  stump. 

They  differ  from  each  other  principally  by  the  means  employed 
to  control  hemorrhage,  some  using  the  clamp,  others  the  wire 
ecraseur,  and  still  others  the  elastic  ligature.  In  this  country  and 
in  England  the  serre-noeud  of  Koeberle,  or  its  modification  by 
Bantock,  seems  to  find  the  greatest  favor,  the  clamp  having  become 
rather  obsolete.  In  Germany  the  elastic  ligature,  originally  sug- 
gested by  Kleeberg,  has  the  preference ;  the  method  employed 
being  that  described  and  practised  by  Hegar. 

Within  the  last  fourteen  months  I  had  occasion  to  treat  the  ped- 
icle extra-peritoneally  in  three  cases — one  case  of  myomectomy  and 
two  supravaginal  hysterectomies — in  all  of  which  the  elastic  liga- 
ture was  used  after  the  method  of  Hegar,  not  because  I  preferred 
it  to  other  methods,  but  because  necessity  compelled  me  to  do  so, 
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as  the  condition  requiring  this  treatment  was  not  recognized  before 
operation,  and  rubber  tubing  was  the  only  thing  convenient  at  the 
time  for  the  purpose  of  completing  the  operation. 

Case  I.  was  a  large,  soft,  edematous  myoma,  weighing  over  thirty-eight 
pounds,  in  a  lady  twenty-three  years  of  age  ;  distinctly  fluctuating,  even 
after  it  had  been  removed  and  placed  on  the  table.  This  tumor  had  not 
been  noticed  until  eight  months  previous  to  operation.  It  had  been  mis- 
taken for  an  ovarian  cyst  not  only  by  myself,  but  other  competent  physi- 
cians. The  pedicle,  of  the  size  of  a  man's  arm,  was  inserted  into  the  poste- 
rior surface  of  the  fundus  uteri.  An  elastic  ligature  was  placed  around  it 
immediately  above  the  fundus  uteri  and  the  tumor  cut  away  about  two 
inches  above  it.  The  broad  ligaments,  which  were  spread  out  on  both  sides 
of  the  tumor  like  two  wings,  were  stripped  off  and  the  bleeding  points 
caught  by  pressure-forceps.  The  incision  required  to  deliver  the  tumor 
extended  up  to  the  ensiform  cartilage.  The  patient  recovered  without  any 
unfavorable  symptoms  except  a  small  fecal  fistula  which  appeared  on  the 
eleventh  day,  but  has  closed  up  long  since. 

Case  II.- — Large  dermoid  cyst  of  left  ovary  in  a  patient  fifty-two  years  of 
age.  After  emptying  the  cyst  and  separating  innumerable  adhesions  so  that 
the  tumor  could  be  lifted  out  of  the  abdominal  cavity,  the  lower  portion, 
which  was  a  large  solid  mass,  was  found  firmly  attached  to  the  right  side  of 
the  fundus  uteri.  After  detaching  it,  the  uterus  itself  presented  a  large, 
ulcerated  cavity  with  ragged  edges,  and  filled  with  a  soft,  friable,  cheesy  mass 
almost  extending  to  the  endometrium.  It  was,  therefore,  decided  to  remove 
the  uterus.  An  elastic  ligature  was  passed  around  the  cervix  and  the  organ 
removed  above  it.  Considerable  difficulty  was  experienced  in  bringing  the 
stump  up  into  the  abdominal  wound  on  account  of  the  tenseness  of  the 
broad  ligaments  and  adhesions  at  the  floor  of  the  pelvis  ;  for  this  reason  it 
was  not  possible  to  surround  the  stump  with  the  peritoneum  of  the  abdomi- 
nal walls ;  it  was,  therefore,  merely  drawn  together  immediately  above  the 
pedicle  at  the  seat  of  the  elastic  ligature.  In  making  the  abdominal  toilet 
I  discovered  some  arterial  bleeding  deep  down  in  the  pelvis,  the  source  of 
which  proved  to  be  the  torn  sacro-uterine  ligaments.  The  bleeding  vessels 
were  caught  by  two  large  pressure-forceps,  which  were  left  in  the  abdominal 
cavity  protruding  through  the  external  wound  above  the  attached  pedicle. 
The  abdominal  wound  was  closed  in  the  usual  manner  above  this.  The  for- 
ceps were  removed  on  the  second  and  third  day  respectively.  Patient  made 
an  excellent  recovery,  but  died  about  five  months  later  from  return  of  the 
malignant  disease. 

Case  III. — Mrs.  C,  sixty-seven  years  of  age,  had  a  very  large  monocyst 
of  left  ovary.  No  adhesions  were  encountered  in  the  operation,  but  when 
the  pedicle  was  reached,  a  part  of  it  proved  to  be  the  uterus.  It  was  an 
intraligamentous  cyst  so  closely  and  intricately  connected  with  the  uterus  at 
its  lower  portion,  that  enucleation  seemed  impossible,  and  it  was  thought 
preferable  to  remove  the  uterus  with  the  cyst  than  to  attempt  any  separation 
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of  the  latter  from  the  wound.  An  elastic  ligature  was  passed  around  the 
cervix  and  pushed  below  the  adherent  portion  of  the  cyst  and  both  of  them 
removed  at  the  same  time.  The  cervix  in  this  case  was  very  much  elongated 
from  the  traction  of  the  tumor  and  felt  like  a  hard  cord ;  it  could  not  be 
reached  from  the  vagina.  The  pedicle  was  treated  in  the  usual  manner ; 
patient  made  a  good  recovery  despite  her  advanced  age. 

My  experience  in  these  three  cases  with  the  clastic  ligature  has 
certainly  been  very  satisfactory,  and  has  convinced  me  that  this 
method  has  some  advantages  which  should  not  be  overlooked. 
The  principal  danger  in  the  extra-peritoneal  treatment  of  the 
pedicle  as  well  as  in  the  intra-peritoneal  methods  are,  as  we  all 
are  aware,  hemorrhage  and  septicemia,  and  it  is  because  the  extra- 
peritoneal treatment  gives  greater  security  against  these  accidents 
that  it  is  adopted  by  the  majority  of  surgeons.  But  that  the  wire 
ecraseur  does  not  always  guard  against  the  first  accident,  hemor- 
rhage, is  clearly  to  be  seen  by  the  statements  of  two  of  our  greatest 
surgeons  and  advocates  of  this  method,  namely,  Lawson  Tait  and 
Bantock.  Before  the  meeting  of  the  British  Gynecological  Society, 
February  13,  1889,  Tait  said: 

"  At  present — since  adopting  his  method — all  his  nurses  need  to 
do  is  to  give  a  turn  to  the  nut  whenever  oozing  set  in.  They — the 
pedicles — were  not  secure  until  after  the  lapse  of  eighty  or  ninety 
hours."  Bantock  at  the  same  meeting  made  the  following  state- 
ment :  "  To  illustrate  the  peculiarity  of  uterine  tissue  it  was  his 
habit  in  applying  the  serre-nceud  to  tighten  the  wire  all  he  could, 
indeed,  all  the  wire  could  bear  without  cutting  through  the  tissues. 
Then  in  the  course  of  trimming  the  stump  he  tightened  once  more, 
and  again  when  he  had  got  the  tumor  completely  away.  When 
he  closed  the  stitches  he  tightened  again,  and  so  on  several  times. 
Yet  they  were  not  secure  against  oozing."  A  very  short  time  ago  a 
prominent  abdominal  surgeon  lost  a  case  of  supra-vaginal  hyster- 
ectomy in  which  a  Koeberle  serre-nceud  was  used,  because  the 
nurse  had  neglected  to  tighten  the  wire  for  some  little  time.  The 
patient  was  collapsed  and  the  dressings  and  bedclothes  soaked  with 
blood  before  attention  had  been  called  to  the  case. 

This  happened  in  a  private  hospital  and  with  trained  nurses. 
How  much  more  likely  is  this  to  occur  where  the  operation  is  per- 
formed under  less  favorable  circumstances?  The  elastic  ligature 
after  it  has  once  been  firmly  applied  around  the  stump,  secured 
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from  slipping  by  the  two  long  needles  introduced  above  it  through 
the  stump  at  right  angles,  guards  against  hemorrhage  as  securely 
and  efficiently  as  Esmarch's  bandage  stops  bleeding  from  the 
amputated  limb.  Hegar  and  Kaltenbach  in  their  work  on  Opera- 
tice  Gynecology,  say  that  they  have  never  observed  any  hemorrhage 
from  the  ligated  stump.  The  operator  when  he  has  finished  his 
operation  applies  his  antiseptic  dressing  the  same  as  after  an  ordi- 
nary ovariotomy,  and  the  fear  of  hemorrhage  need  not  disturb 
him.  The  dressing  may  be  left  unopened  for  several  days  and  the 
wound  around  the  pedicle  will  not  be  interfered  with  as  it  necessa- 
rily must  be,  to  some  extent,  by  tightening  the  wire  ecraseur,  thus 
dragging  upon  the  fresh  peritoueal  adhesions  around  the  stump. 

No  matter  how  rapidly  the  shrinking  of  the  muscular  tissue  in 
the  pedicle  takes  place,  the  elastic  ligature  shrinks  with  it.  There 
is  no  danger  of  breaking  the  ligature,  provided  a  sufficiently  stout 
rubber  cord  or  tube  is  selected ;  whereas  the  wire,  no  matter  of 
what  quality,  will  occasionally  give  way,  often  complicating  matters 
very  seriously. 

Of  another  danger  of  the  wire  ecraseur,Dr.  Charles  C.  Lee  spoke 
before  the  meeting  of  the  New  York  Obstetrical  Society,  January 
15,  1889.  He  said  :  "It  seems  to  me  now  that  no  matter  how 
dexterously  the  wire  serre-noeud  may  be  applied  to  the  stump,  and 
no  matter  how  carefully  it  may  be  adjusted,  it  will  damage  the 
under  surface  of  the  stump  because  of  the  too  rapid  cutting.  .  . 
I  think  the  greater  mortality  from  supra-pubic  hysterectomy  has 
been  due  to  rapid  cutting  of  the  wire  causing,  not  hemorrhage,  but 
destruction  of  vitality  in  the  tissues  below,  before  drying  of  the 
stump,  which  is  about  to  separate  above,  takes  place." 

This  would  be  very  apt  to  be  followed  by  sepsis.  The  elastic 
ligature  would  entirely  obviate  this  occurrence. 

I  claim,  then,  for  the  elastic  ligature  the  following  advantages : 
Absolute  security  against  hemorrhage.  Less  danger  from  sepsis, 
because  the  dressings  do  not  require  to  be  disturbed  for  the  first 
few  days.  There  is  no  dragging  upon  the  stump,  so  that  nothing 
prevents  the  formation  of  firm  adhesions  between  the  approxi- 
mated peritoneal  surfaces  within  the  shortest  space  of  time,  thus 
securely  excluding  all  septic  matter  that  may  subsequently  form 
about  the  pedicle. 

As  a  further  advantage  I  may  also  mention  the  greater  cheap- 
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ness  and  simplicity  of  the  elastic  ligature  over  the  more  compli- 
cated serre-nceud  or  clamp  ;  the  facility  of  rendering  it  aseptic — all 
that  is  necessary  is  to  pass  it  through  boiling  water  and  immerse 
it  in  a  solution  of  corrosive  sublimate  when  it  will  be  ready  for 
use;  and  its  constant  availability  under  all  circumstances. 

That  Hegar's  method  compares  very  favorably  with  the  statistics 
obtained  by  other  methods  of  extra-peritoneal  treatment  of  the 
pedicle,  is  shown  by  the  results  of  Kaltenbach.  Since  adopting 
the  elastic  ligature,  he  has  performed  nineteen  supra- vaginal  hys- 
terectomies without  a  single  death.1 

In  conclusion  I  would  recommend  the  more  general  use  of  the 
elastic  ligature  in  the  extra-peritoneal  treatment  of  the  pedicle, 
feeling  confident  that  it  is  the  safest  method,  and  the  one  which 
will  be  followed  by  the  best  results. 


DISCUSSION. 

Dr.  F.  Krug,  of  New  York. — I  would  like  to  say  a  few  words  on 
the  subject  of  extra  peritoneal  treatment  of  the  pedicle  in  fibroids. 
Dr.  Werder  has  shown  the  advantage  of  the  elastic  ligature ;  I  am 
fully  convinced  of  its  advantage.  I  have  been  brought  up  under 
Hegar  and  Kaltenbach,  have  assisted  them  in  many  of  their  opera- 
tions, and  am  thoroughly  familiar  with  their  method  of  disposing  of 
the  stump.  But  of  late  I  have  given  up  the  use  of  the  extra-peritoneal 
treatment  in  fibroids  entirely.  I  have  not  gone  back  to  the  intra-peri- 
toneal  method.  It  seems  to  me  that  all  the  dangers  after  supra-pubic 
amputation  arise  from  the  stump.  From  the  stump  the  hemorrhage 
and  septicemia  come.  What  earthly  good  is  that  stump  to  the 
woman?  Why  leave  that  stump  in  at  all?  Why  have  a  pedicle? 
Take  it  out,  and  you  will  have  no  more  accidents.  That  is  the  course 
I  have  adopted.  I  have  done  several  operations  in  this  manner  with 
excellent  results.  I  place  my  patient  in  Trendelenberg's  position, 
raising  the  pelvis  very  high,  and  letting  the  body  come  down  so  as  to 
be  on  an  incline  of  about  forty-five  degrees.  Then  I  make  a  free 
incision.  I  tie  off  and  cut  my  way  down  on  both  sides  until  the  vagina 
is  reached.  Then  an  incision  is  made  posteriorly,  and  continued  around 
the  cervix.  This  enables  me  to  take  out  everything  from  above.  In 
my  first  case  of  this  kind — reported  before  the  Obstetrical  Society  of 

1  Zeitachrift  fur  Geburtshiilfe  und  GynUkologie,  1888. 
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New  York — it  took  not  more  than  fifty  minutes  to  remove  a  very  large 
fibro-myonia,  cervix  included.  The  patient's  temperature  never  went 
beyond  100°  after  the  operation ;  three  weeks  afterward  she  was  dis- 
charged cured. 

The  operation  completed,  I  pack  the  lower  portion  of  the  wound 
with  iodoform-gauze,  and  let  the  gauze  come  out  through  the  vagina. 
As  soon  as  the  patient  comes  to,  I  have  her  raised  in  bed  to  a  sitting 
position,  so  as  to  insure  free  drainage  below.  In  a  short  time  a  large 
package  of  gauze  put  between  the  thighs  will  be  soaked  with  bloody 
serum,  and  that  will  keep  on  for  the  first  twenty-four  to  thirty-six 
hours.  An  enormous  amount  of  serum  will  come  from  the  woman, 
much  more  than  you  will  be  able  to  get  out  through  a  drainage-tube 
in  the  abdominal  wound.  It  is  to  this  perfect  drainage  that  I  attribute 
the  smooth  course  that  these  cases  take,  in  spite  of  the  fact  that  there 
is  a  large  raw  surface  in  the  peritoneal  cavity.  It  has  always  been  a 
surprise  to  me  to  see  the  contented  expression  and  the  remarkably 
comfortable  condition  of  the  patients  after  such  a  serious  operation, 
when  free  drainage  has  been  established  through  the  vagina.  They 
look  like  women  after  a  normal  confinement. 

Where  I  meet  with  too  much  difficulty  to  remove  the  whole  tumor 
from  above,  I  tie  a  provisory  elastic  ligature  as  low  as  possible,  cut  off 
above  it ;  see  that  there  is  no  hemorrhage ;  close  the  abdominal  wound, 
put  the  patient  in  the  lithotomy  position,  take  out  the  stump  in  the  same 
way  as  in  vaginal  hysterectomy,  and  pack  the  wound  with  iodoform- 
gauze.    I  have  the  same  perfect  drainage. 

While  I  am  fully  convinced  that  the  extra-peritoneal  treatment  of 
the  stump  in  fibroids  is  better  than  the  intra-peritoneal,  I  think  the 
ideal  method  is  to  do  away  with  the  stump  entirely  and  thus  avoid  all 
danger  of  hemorrhage  as  well  as  septicemia.  You  certainly  do  no 
more  harm  to  the  woman  than  by  leaving  it  in,  and  at  the  same  time 
get  first-class  drainage.  It  does  not  take  any  longer  to  take  out  the 
stump  than  to  care  for  it  in  a  proper  way. 

Dr.  Hall. — I  want  to  ask  the  Doctor  if,  in  his  judgment,  in  all  cases 
of  tumor  operated  upon,  the  thick  pedicle,  the  kind  described  by  Keith 
a  few  years  ago,  dipping  down  into  the  broad  ligament  on  both  sides, 
would  be  amenable  to  the  treatment  he  suggests — removing  the  stump 
through  the  vagina. 

Dr.  Krug. — Since  I  have  adopted  this  method,  I  have  not  met  with 
any  case  where  I  was  unable  to  employ  it.  I  would  not  say  that  there 
are  no  cases  where  it  is  impossible  to  do  it.  I  would  advise  it  in  all 
cases  where  it  can  be  done. 
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Dr.  Price. — What  advantage  do  you  find  in  the  vaginal  method  of 
removing  the  stump? 

Dr.  Krug. — It  proves,  perhaps,  most  useful  in  those  cases  where  it 
is  bound  down  very  deeply.  In  one  case  I  had  difficulty  in  separating 
the  rectum ;  I  thought  I  would  find  my  way  better  from  the  vagina. 

Dr.  Joseph  Price,  of  Philadelphia. — I  am  pleased  with  Dr.  Krug's 
discussion  and  presentation,  except  the  procedure  of  removing  the 
stump  from  the  vagina.  The  facility  with  which  it  may  be  removed 
from  above  ought  to  be  easier  than  removing  it  from  below.  I  hope 
this  method  will  be  perfected.  It  will  be  a  great  improvement  over 
the  present  methods. 

But,  speaking  of  the  complications,  the  tumor  being  pelvis-bound, 
not  intra-ligamentary,  I  have  given  the  subject  some  little  considera- 
tion. I  have  sometimes  thought  in  vaginal  hysterectomy  if  I  placed 
some  of  these  pessaries  or  cups  over  the  cervix  they  would  give  a 
definite  outline  to  work  on  from  above.  It  would  be  a  sharply-defined 
landmark  that  would  help  you  to  steer  clear  of  the  ureters  and  other 
organs  you  should  not  wound.  I  see  no  reason  why  the  complete 
method  of  removal  should  not  be  successful.  There  is  alwavs  an  ele- 
ment of  danger  in  vaginal  drainage.  With  the  ligature  you  have  not 
that  liberty  with  the  capsule  that  you  have  with  the  wire.  It  is  a 
continuous  and  everlasting  grinding  constriction  and  there  is  no  let 
up  in  it  until  it  is  gone.  I  had  a  collection  of  clamps  and  used  them 
all  the  time.  I  have  used  ligatures  and  they  have  broken  in  my 
hand.  I  used  a  rubber  ligature  in  a  Porro  operation  and  it  broke  in 
the  very  first  turn,  although  I  tested  it  carefully  before  the  operation. 
I  would  simply  criticise  the  vaginal  method  of  removing  the  stump. 
Mischief  cannot  help  but  come  except  in  the  hands  of  an  expert,  if  he 
attempts  the  two  procedures. 

I  am  not  satisfied  with  the  teachings  on  this  subject  in  intra-liga- 
mentary tumors.  This  drawing  which  I  show  you  could  easily  be 
called  a  ligamentary  cyst,  but  it  is  pelvis-bound.  Dr.  Bache  Emmet 
reports  recently  several  cases  that  he  looks  upon  as  intra-ligamen- 
tary cysts.  It  is  only  necessary  to  study  the  cases  to  come  to  the  con- 
clusion that  at  least  ninety  per  cent,  of  the  so-called  intra-ligamentary 
cysts  are  not  intra-ligamentary  but  simply  pelvis-bound  cysts.  We 
have  no  reason  to  think  of  the  broad  ligament  any  more,  except  for 
the  abominable  literature  on  this  subject. 

Dr.  Krug. — I  think  Dr.  Price  misunderstood  me.  The  operation 
I  advise  is  to  do  the  entire  operation  from  above.  Only  in  one  case 
where  I  thought  I  could  get  along  quicker  I  put  on  the  elastic  liga- 
ture and  removed  it  from  below.   I  think  the  main  difficulty  is  to  find 
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the  spot  where  you  want  to  make  the  first  incision  into  the  vagina.  I 
think  an  instrument  pressed  by  an  experienced  assistant  behind  the 
cervix  is  a  good  guide  to  show  where  you  can  make  an  incision  with- 
out injuring  the  rectum.  As  regards  drainage,  I  cannot  agree  with 
Dr.  Price  that  vaginal  drainage  is  so  defective.  I  consider  the  vagina 
the  natural  outlet  for  pathological  as  well  as  for  menstrual  and  lochial 
discharges.  I  have  never  seen  so  much  fluid  discharged  through  a 
suprapubic  drainage-tube  as  will  be  readily  drained  off  by  the  iodo- 
form-gauze  packing  in  vaginal  and  laparo-vaginal  hysterectomies. 


REPORT  OF  A  CASE  OF  EXTIRPATION  OF  A  CAL- 
CULUS FROM  THE  URETER  BY  COMBINED 
ABDOMINAL-LUMBAR  SECTION. 
RECOVERY. 

By  RUFUS  B.  HALL,  M.D., 

CINCINNATI. 


September  2,  1889,  I  was  consulted  by  Mrs.  C,  of  Columbus,  Ohio,  whc- 
was  referred  to  me  by  her  family  physician,  Dr.  J.  F.  Baldwin,  of  that  city. 
The  patient  was  thirty-six  years  old,  mother  of  five  children,  the  youngest 
four  and  one-half  years  of  age.  She  was  a  slender  woman,  never  weighing 
more  than  120  pounds,  and  at  the  time  of  her  visit  her  weight  was  about 
100  pounds.  She  was  anemic  and  very  nervous,  caused  by  her  suffering. 
She  had  always  enjoyed  good  health  previous  to  the  present  illness,  which 
dated  back  to  May,  1885,  at  which  time  she  had  an  attack  of  pain  that  con- 
tinued twelve  hours,  which  was  believed  to  be  renal  colic  by  her  physician  ; 
when  this  subsided  she  felt  as  well  as  before,  except  a  tenderness  for  a  day 
or  two  over  the  region  of  the  left  kidney  and  lower  part  of  the  abdomen. 
The  physician  was  so  certain  that  the  cause  of  the  pain  was  the  passage  of  a 
stone  from  the  left  kidney  that  he  had  careful  inspection  made  of  the  urine 
for  days,  expecting  to  find  the  calculus  ;  in  that  he  was  disappointed.  Ever 
after  the  first  attack  she  was  subject  to  sudden  and  severe  paroxysms  of 
pain,  varying  in  frequency  from  three  to  six  weeks,  for  a  period  of  about 
three  years.  The  pain  was  located  in  the  region  of  the  left  kidney  at  the 
commencement  of  each  attack,  but  in  an  hour  or  so  would  diffuse  itself  over 
the  whole  abdomen.  These  paroxysms  were  usually  of  short  duration,  vary- 
ing from  three  to  six  hours.  During  the  last  eighteen  months,  however,  the 
attacks  of  pain  remained  longer,  usually  ten  to  twelve  hours,  and  the  intervals 
became  shorter,  about  ten  to  fourteen  days.  Each  paroxysm,  for  a  year  or 
more,  was  preceded  by  an  uneasy  sensation  in  the  left  side  of  the  abdomen  for 
two  or  three  hours  before  the  severe  pain  came  on.  After  trying  morphine 
without  giving  the  desired  relief,  her  physician  used  inhalation  of  chloro- 
form, keeping  the  patient  under  its  influence  until  the  paroxysm  passed  off. 
The  husband,  who  is  a  very  intelligent  gentleman,  under  the  direction  and 
advice  of  his  physician,  soon  learned  to  administer  the  chloroform  to  his 
wife  during  these  attacks,  keeping  her  under  its  influence  until  they  passed 
off.    He  told  me  that  he  had  administered  it  frequently  during  the  last 


EXTIRPATION' 


OF  CALCULUS    FROM  URETER. 


169 


eighteen  months,  giving  her  enough  to  make  her  wholly  insensible.  He 
would  then  remove  the  chloroform  from  her  face  and  apply  it  again  when 
she  showed  signs  of  pain,  using  it  much  the  same  as  it  is  used  in  labor,  until 
the  attack  passed  oft'.  In  all  of  the  paroxysms  the  pain  would  suddenly  dis- 
appear, just  as  it  does  in  renal  colic  when  the  stone  is  forced  from  the  ureter 
into  the  bladder.  The  fact  that  the  stone  could  never  be  detected  only 
served  to  make  the  diagnosis  more  obscure.  The  paroxysms  were  so  like 
renal  colic  that  her  physician  would  not  give  up  his  first  diagnosis,  yet  many 
of  the  leading  symptoms  were  absent.  She  never  had  hematuria  ;  repeated 
examination  of  the  urine  failed  to  reveal  red  blood-disks,  pus,  or  anything  to 
suggest  stone  or  other  serious  disease  of  the  kidneys.  During  her  four  and 
one-half  years'  illness  she  consulted  eight  or  nine  prominent  physicians,  and 
only  one  of  them  was  willing  to  admit  the  possibility  of  a  stone  as  the  cause 
of  the  pain.  I  mention  this  to  illustrate  the  difficulty  of  diagnosis  in  the 
case.  Her  family  physician  had  studied  her  symptoms  so  carefully  that  he 
believed  that  she  had  a  stone  in  the  kidney,  which  was  the  cause  of  her  ill- 
ness, and  sent  her  to  me  for  its  removal  by  lumbar  incision.  The  most  care- 
ful examination  of  the  abdomen  failed  to  give  any  assistance  in  diagnosis, 
and  pelvic  examination  was  also  negative  in  its  results.  A  thorough  manipu- 
lation of  the  left  kidney,  which  was  rendered  possible  by  the  exceedingly  lax 
and  thin  abdominal  wall  of  the  patient,  did  not  cause  any  pain  ;  the  kidney 
could  be  plainly  felt  between  the  two  hands,  and  was  not  enlarged.  There 
was  no  hematuria,  pain,  or  any  symptoms  following  the  examination  sugges- 
tive of  stone.  After  her  attacks  of  pain  were  over  she  was  perfectly  relieved 
except  an  irritable  bladder  which  followed  each  one,  and  continued  two  or 
three  days  afterward.  The  amount  of  urine  passed  in  twenty-four  hours 
was  normal,  and  was  free  from  casts  and  albumin.  The  family  history  was 
negative.  After  carefully  considering  the  case  I  was  at  sea  regarding  a 
diagnosis.  That  the  cause  of  the  attacks  of  pain  was  located  in  the  abdomen 
was  evident,  and  that  they  had  some  connection  with  the  left  kidney  or 
obstruction  to  the  flow  of  urine  through  the  ureter  was  reasonably  certain, 
but  the  cause  and  location  of  this  obstruction  were  not  apparent.  I  was 
strongly  inclined  to  the  opinion  that  there  was  a  stone  either  in  the  kidney 
or  ureter,  but  I  was  not  willing  to  make  a  lumbar  incision  when  the  diagnosis 
was  so  uncertain.  If  I  should  do  so  I  would  be  subjecting  the  patient  to 
the  operation  without  much  hope  of  relieving  her ;  I  therefore  advised  an 
abdominal  section  for  diagnostic  purposes,  and  be  governed  in  the  operation 
by  what  this  revealed.  If  I  detected  a  stone  in  the  kidney,  remove  the  stone 
by  a  separate  incision  through  the  loin.  I  was  encouraged  to  perform  this 
novel  operation  by  the  confidence  I  possessed,  that  a  simple  exploration  of 
the  peritoneal  cavity  was  free  from  serious  risk,  and  that  the  exploration 
would  settle  the  question  of  diagnosis  without  a  possibility  of  doubt — the 
very  question  which  had  been  the  bone  of  contention  by  the  many  distin- 
guished consulting  physicians  preceding  me.  If  in  the  exploration  I  should 
find  a  stone  in  the  kidney,  its  extraction  would  not  be  difficult  by  the  lumbar 
incision  after  the  method  of  Thornton.   By  this  method  we  are  able  to- 
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grasp  the  kidney  with  the  hand  inside  of  the  abdominal  cavity,  and  hold  it 
firmly  against  the  loin  in  the  most  favorable  position  for  reaching  and  re- 
moving the  stone  by  the  lumbar  incision.  These  were  not  the  only  advan- 
tages to  be  gained  by  abdominal  section  in  this  case,  as  will  be  made  apparent 
later  in  its  history.  The  patient  was  admitted  to  my  "  Home  "  for  operation, 
which  was  made  September  4th,  at  eleven  o'clock.  At  ten  A.  M.  the  patient 
told  me  if  I  would  wait  a  couple  of  hours  I  would  see  her  in  one  of  her  par- 
oxysms of  pain,  for  she  was  certain  one  was  coming  on.  At  eleven  o'clock 
she  was  anesthetized  by  Dr.  C.  B.  Van  Meter,  and  with  the  assistance  of 
Dr.  Samuel  Zurmehly,  and  in  the  presence  of  Drs.  J.  F.  Baldwin  and  C  A. 
L.  Reed,  the  operation  was  made.  After  the  patient  was  put  upon  the 
table,  she  being  then  under  the  influence  of  chloroform,  in  palpating  the 
abdomen  I  was  surprised  to  find  a  small  tumor,  which  appeared  to  be  the 
size  of  a  pint  cup,  in  the  region  of  the  left  kidney.  I  was  certain  that  this 
did  not  exist  the  day  before,  and  could  not  account  for  its  presence  now.  I 
first  made  median  abdominal  section  four  inches  in  length,  and  introduced 
my  hand  into  the  abdominal  cavity.  I  at  once  passed  the  hand  to  the  left 
side  and  found  an  elongated,  exceedingly  thin-walled  cyst,  somewhat  larger 
than  the  closed  hand.  Above  this  I  could  outline  the  kidney,  which  ap- 
peared of  normal  size.  At  the  lower  end  of  the  cyst  there  was  a  groove  in 
it,  and  the  end  overlapped  its  posterior  attachment.  Into  this  groove  I  passed 
my  finger,  and  could  feel  a  stone  some  three  or  more  inches  below  the  kidney. 
The  diagnosis  was  perfectly  clear  to  me  now.  I  had  to  deal  with  an  im- 
pacted stone  in  the  ureter.  The  left  hand  was  not  taken  out  of  the  abdomi- 
nal cavity  until  the  stone  was  removed.  As  the  kidney  appeared  healthy  I 
did  not  want  to  sacrifice  it ;  I  therefore  made  the  lumbar  incision,  as  planned 
before  commencing  the  operation  for  the  removal  of  a  stone  from  the  kidney. 
After  cutting  down  to  the  kidney  it  was  fixed  with  the  left  hand  and  incised, 
making  an  incision  large  enough  to  admit  the  finger.  At  once  there  was  a 
gush  of  about  one  pint  of  urine.  The  cyst  in  the  abdomen  had  now  disap- 
peared, leaving  the  kidney  in  its  normal  position.  I  could  now  feel  the  stone 
about  two  and  one-half  inches  below  the  pelvis  of  the  kidney  in  place  of 
three  and  one  half,  as  it  appeared  before  the  kidney  was  incised.  The  most 
difficult  part  of  the  operation  yet  remained,  that  of  the  removal  of  the  stone, 
which  proved  to  be  an  exceedingly  trying  task.  With  a  pair  of  forceps, 
introduced  through  the  lumbar  incision,  guided  and  aided  by  the  hand  inside 
of  the  abdominal  cavity,  several  attempts  were  made  to  dislodge  and  remove 
the  stone.  It  could  not  be  grasped  in  the  bite  of  the  forceps  without,  at  the 
same  time  including  the  surrounding  tissues,  as  could  be  very  easily  deter- 
mined by  the  hand  inside  of  the  abdomen.  Knowing  as  we  did  the  exceed- 
ing thinness  of  the  pelvis  and  ureter  forming  the  collapsed  sac,  we  were 
very  careful  in  our  manipulation  to  avoid  injuring  that.  After  convincing 
myself  that  it  was  impossible  to  remove  the  stone  through  the  lumbar  in- 
cision without  moi-e  room,  and  finding  that  I  could  push  the  stone  with  the 
ureter  up  toward  the  kidney  to  a  limited  extent,  I  decided  to  lay  the  kidney 
freely  open,  which  I  did,  along  the  convex  border,  leaving  about  half  an 
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inch  of  kidney  tissue  at  either  end  of  the  organ  unincised,  with  the  intention 
of  first  removing  the  stone,  and  later  the  kidney,  if  the  hemorrhage  could 
not  be  controlled.  The  kidney  wound  was  held  aside  by  retractors  in  the 
hands  of  the  assistants,  and  after  a  tedious  effort,  by  invag mating  the  sac  with 
the  hand  inside,  I  was  able  to  reach  the  stone  with  the  handle  of  the  scalpel, 
and  peel  the  tissues  from  it.  The  hemorrhage  from  the  kidney  was  controlled 
by  sponges  wrung  from  hot  water.  I  dressed  the  wound  in  the  loin  by 
placing  a  rubber  drainage-tube  in  the  kidney,  but  no  stitches  were  placed  in 
that  organ.  The  drainage-tube  was  left  long  enough  to  reach  over  the  side 
of  the  bed  to  a  bottle  upon  the  floor,  where  the  urine  was  collected  from  the 
kidney.  The  wound  was  sutured  carefully  around  the  drainage-tube.  As  I 
wasnotcertain  that  I  had  not  injured  the  thin  sac  and  thus  opened  the  peri- 
toneal cavity  from  behind,  the  very  thing  I  wanted  to  avoid  when  I  planned 
the  operation,  I  placed  a  glass  drainage  tube  in  the  abdominal  cavity,  which 
was  removed  in  eighteen  hours,  as  it  was  not  required.  My  patient  suffered 
very  greatly  from  shock,  which  I  attribute  partly  to  the  loss  of  blood. 
Highest  pulse-rate  after  she  rallied  was  126,  highest  temperature  100.8° — for 
one  registration  only,  which  was  the  following  day  at  three  P.  M.  After  that 
time  the  temperature  varied  from  98.5°  to  99.5°.  On  examination  the 
stone,  which  weighed  only  3^  grains,  and  measured  T%  inch  long,  T6^  inch 
wide,  and  x4ff  inch  thick,  was  found  to  have  a  most  peculiar  shape,  as  you 
will  observe  from  the  specimen  here  presented  to  you.  It  represents  a  section 
of  a  cylinder  with  a  slot  cut  in  one  side,  parallel  with  its  long  axis,  to  a  little 


The  stone — 3J  times  the  natural  size. 

past  the  centre.  At  one  end  of  the  stone,  and  in  the  slot,  it  is  blackened  from 
contact  with  the  urine.  This  blackened  end  was  presenting  toward  the 
dilated  portion  of  the  ureter  and  kidney,  where  it  was  impacted,  with  the 
narrow  slot  spoken  of  extending  parallel  with  the  ureter,  making  an  opening 
about  the  size  of  the  thickness  of  an  ordinary  pin,  which  was  quite  sufficient 
to  carry  off  all  the  urine  from  the  kidney  so  long  as  no  mucus  or  other 
solid  material  interfered  with  this  small  opening.  But  if  a  little  mucus  or 
any  inflammatory  material  became  deposited  over  this  opening  you  can 
readily  understand  how  it  would  close  it  as  perfectly  as  a  ball-valve.  With 
the  escape  of  urine  from  the  kidney  thus  prevented  we  have  a  very  satis- 
factory explanation  of  the  pain,  as  well  as  the  cause  of  the  uneasy  sensation 
before  the  attacks  of  renal  colic,  and  their  sudden  termination  without  the 
passage  of  a  stone,  as  well  as  why  I  did  not  detect  the  cyst  the  day  before 
the  operation,  for  it  is  evident  that  none  existed  save  for  a  few  hours  pre- 
ceding and  during  the  attacks  of  pain.    All  of  that  portion  of  the  ureter 
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above  the  stone,  with  the  pelvis  of  the  kidney,  would  be  subjected  to  dila- 
tation until  the  pressure  was  strong  enough  to  press  the  foreign  material 
through  the  small  opening,  when  the  patient  would  get  the  sudden  relief, 
as  though  a  stone  had  passed  ;  thus,  it  is  easily  explained  how  the  symptoms 
were  so  misleading  to  her  physicians.  The  four  and  one-half  years  the 
patient  suffered  from  this  malady  was  quite  sufficient  to  dilate  the  pelvis  and 
ureter  into  a  great  sac,  such  as  existed  in  this  case  and  spoken  of  in  describ- 
ing the  operation.  We  have  a  reason  equally  as  good  why  the  stone  was 
not  forced  on  into  the  bladder  when  we  examine  its  shape.  With  its  rough 
exterior  it  would  he  a  difficult  stone  to  pass  under  favorable  circumstances, 
and  when  it  was  once  impacted  with  its  long  axis  corresponding  with  the 
long  axis  of  the  ureter,  the  slot  gave  exit  to  the  urine,  except  when  blocked 
by  mucus  or  debris,  and  that  would  pass  through  before  the  pressure  was 
long  enough  continued  to  have  any  effect  in  dislodging  or  driving  the  stone 
along  the  tube.  The  stitches  were  removed  from  the  abdominal  wound  on 
the  seventh  day.  The  wound  was  healed  perfectly.  On  the  following  day 
the  stitches  were  removed  from  the  lumbar  wound.  For  eight  days  the 
urine  passed  from  the  bladder  contained  small  blood-clots,  while  that  from 
the  incised  kidney  remained  clear. 

A  very  interesting  fact  was  observed  in  the  secreting  power  of  the  incised 
kidney  in  comparison  with  the  other  organ.  The  drainage-tube  must  have 
been  placed  in  such  a  manner  as  to  drain  nearly  or  quite  all  of  the  urine 
from  the  incised  kidney  into  the  bottle.  For  each  eight  ounces  of  urine 
passed  from  the  bladder  there  would  be  about  six  and  one-half  or  seven 
ounces  deposited  in  the  bottle.  It  appeared  that  the  incision  in  the  kidney 
did  not  materially  interfere  with  its  secreting  power.  On  the  eighth  day  I 
removed  the  drainage-tube  from  the  kidney  wound  ;  for  four  days  after  that  it 
appeared  as  though  all  the  urine  from  the  left  kidney  passed  through  the 
sinus.  After  the  twelfth  day  only  a  small  quantity  escaped  occasionally 
This  gradually  diminished  until  the  sixteenth  day,  and  on  the  twenty-first 
day  the  wound  was  perfectly  healed.  On  the  thirty-sixth  day  she  went  home 
1a  perfect  health,  and  has  remained  so  to  this  day. 

So  far  as  I  have  been  able  to  examine  I  caunot  find  a  case  of 
removal  of  a  calculus  from  the  ureter  by  the  combined  abdominal- 
lumbar  operation,  and  but  four  cases  of  removal  of  a  stone  from 
the  ureter  by  any  other  procedure.  I  find  the  report  of  a  case  by 
Dr.  Cullingworth,  in  the  Trans.  Path.  Soc.  of  London,  1884  and 
1885,  vol.  xxxvi.  p.  278,  of  abdominal  section  and  removal  of  stone 
from  the  ureter  near  the  bladder ;  patient  died  on  the  fourth  day. 
Dr.  Terrey's  case :  in  which  he  was  able  to  remove  a  stone  from  the 
ureter  near  the  kidney  by  the  lumbar  incision  only  ;  patient  recov- 
ered. The  case  is  recorded  in  the  American  Journal  of  the  Medical 
Sciences,  vol.  xcvii.  p.  579.  A  case  by  Dr.  Berg,  in  Centralblatt 
fur  G-ynukologie,  January  28,  1890.    A  female,  sick  fifteen  years, 
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who  had  passed  about  twenty  small  calculi  :  Temporary  relief  fol- 
lowed, aud  then  very  severe  dysuria  set  in.  By  aid  of  the  sound, 
stone  in  the  bladder  was  detected.  The  urethra  was  dilated,  the 
finger  introduced,  and  it  was  found  that  a  calculus  was  impacted  in 
the  right  ureter,  the  point  projecting  into  the  bladder;  the  bladder 
was  opened  from  the  vagina  and  the  stone  extracted  without  diffi- 
culty. And  that  of  Dr.  A.  T.  Cabot,  Boston  Medical  and  Surgical 
Journal,  September  11,  1890 — removal  from  ureter  by  lumbar  inci- 
sion only.  These  cases  are  so  different  from  mine  that  they  need  not 
be  considered,  so  far  as  the  operative  procedure  is  concerned.  The 
case  of  Dr.  Culliugworth  would  probably  have  recovered  if  he  had, 
at  the  same  time,  extirpated  the  kidney  on  the  affected  side.  That 
of  Dr.  Terrey  was  no  more  serious  than  that  of  removal  of  a  stone 
from  the  kidney  by  the  lumbar  incision ;  while  that  of  Dr.  Berg 
is  so  different  from  the  others  that  it  has  hardly  any  bearing 
upon  any  of  the  other  cases  at  all,  and  is  only  mentioned  from  the 
fact  that  it  was  a  case  of  removal  of  stone  from  the  ureter. 
The  case  I  report  is  an  interesting  one  : 

1.  On  account  of  the  great  difficulty  of  a  correct  diagnosis  before 
abdominal  exploration. 

2.  The  ease  with  which  a  correct  diagnosis  was  made  after  abdo- 
minal exploration  in  this  heretofore  troublesome  and  obscure  case. 

3.  If  the  case  had  been  operated  upon  by  the  lumbar  ineision 
only,  a  correct  diagnosis  could  not  have  been  made,  neither  could 
the  stone  have  been  removed  by  that  method,  aud  the  patient  would 
have  recovered  with  a  fistulous  opening  in  the  loin. 

4.  It  illustrates  in  a  clear  and  concise  manner  the  possibilities  of 
the  combined  method  of  operating  for  extraction  of  calculi  from 
the  ureter. 


DISCUSSION. 

Dr.  Joseph  Hoffman,  of  Philadelphia. — I  move  that  this  paper 
be  passed  over  with  a  chance  to  discuss  it  this  afternoon  if  we  desire. 

Dr.  Isaac  Scott  Stone,  of  Washington. — I  think  it  but  right,  if 
we  do  not  discuss  it,  to  say  that  it  is  because  there  is  simply  nothing 
but  to  admire  Dr.  Hall's  pluck  and  energy  in  going  through  the  opera- 
tion. I  think  his  courage  and  skill  were  wonderful  and  are  to  be 
commended. 
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Dr.  James  F.  W.  Ross,  of  Toronto,  Canada. — I  think  this  valuable 
paper  teaches  one  point  with  great  cogency,  viz.  :  in  all  cases  of  opera- 
tion on  the  kidney  in  which  we  find  a  subsequent  fistulous  opening, 
perhaps  it  would  be  advisable  to  do  abdominal  section  and  explore  the 
kidneys. 

Dr.  Hall  (closing  the  discussion). — I  want  to  emphasize  the  re- 
mark made  by  Dr.  Ross  as  to  the  extreme  importance  of  a  secondary 
operation  in  all  cases  that  have  been  submitted  to  a  lumbar  section  for 
calculus  or  pus  where  there  is  a  fistulous  opening  remaining.  In  looking 
over  the  literature  on  this  subject  I  can  find  many  cases  where  the 
patient  has  undergone  an  operation  and  a  fistulous  opening  remained 
in  the  loin,  and  the  patients  died  from  the  effects  of  an  obstruction  in 
the  ureter.  I  would  suggest  from  my  present  knowledge  the  better 
way  in  those  cases  would  be  to  open  the  abdomen  and  locate  the  stone, 
and  if  the  kidney  appeared  apparently  healthy,  leave  that  and  remove 
the  stone ;  and  if  the  kidney  was  diseased,  remove  the  kidney.  These 
cases  die  from  exhaustion,  septicemia,  and  various  causes.  There 
are  other  points  I  would  dwell  on  but  for  the  limited  time.  I  am  not 
ready  to  advocate  the  combined  operation  to  locate  the  stone,  though 
I  did  that  in  this  case.  I  suspected  there  was  obstruction,  but  what  it 
was  I  did  not  know. 


REPORT  OF  A  CASE  OF  HYDATID  CYST  OF  THE 
BROAD  LIGAMENT. 


By  NORMAN  BRUCE  CARSON,  M.D., 

ST.  LOUIS. 


When  I  first  announced  my  subject  to  the  Secretary,  it  was  my 
intention  to  enter  extensively  into  the  literature,  etc.,  of  cases  of 
hydatid  cysts,  but  circumstances  have  caused  me  to  change  my 
mind,  and  I  will  now  simply  present  for  your  consideration  the 
main  features  of  this  particular  case,  which  I  hope  will  prove  of 
sufficient  interest  to  make  amends  for  the  failure  of  my  original  plan. 

I  first  saw  this  case  while  attending  her  husband  ;  upon  one  of 
my  visits  to  him  I  found  her  in  bed,  apparently  suffering  consider- 
ably. In  response  to  my  question  as  to  the  cause  of  her  confine- 
ment and  suffering,  she  replied  that  it  was  not  of  uncommon 
occurrence,  and  was  dependent  upon  her  "  monthly  changes,"  and 
refused  attention,  saying  that  she  would  be  all  right  in  a  day  or 
two. 

Upon  one  of  my  subsequent  visits  three  or  four  days  later  than 
the  one  referred  to,  I  found  her  suffering  intensely,  with  pain  in 
her  abdomen,  more  particularly  marked  in  the  left  inguinal  region. 
She  then,  in  response  to  questions,  gave  the  following  history  : 

Minnie  M.,  aged  thirty-six  years,  housewife ;  twice  married.  One  child 
by  first  marriage ;  eleven  days  after  delivery  she  had  a  chill,  followed  by 
fever,  and  severe  abdominal  pain.  [She  said  that  at  that  time  an  abscess 
formed,  and  opened  spontaneously  per  vaginam  (?).]  She  was  confined  to 
her  bed  three  months.  'One  child  from  second  marriage.  Menstruation  had 
always  been  painful,  lasting  six  or  seven  days,  and  scanty  in  amount. 

During  this  attack  she  was  first  seized  with  severe  abdominal  pain,  fol- 
lowed the  next  day  by  a  severe  chill  and  fever,  which  passed  off  with  profuse 
perspiration.  Upon  examination,  I  found  the  abdomen  distended,  tympan- 
itic, and  intensely  painful  to  the  touch,  especially  the  left  inguinal  region, 
over  which  there  was  an  area  of  dulness  larger  than  the  adult  hand.  Tern- 
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perature  was  103°;  pul.se  120,  small  and  wiry.  Tongue  dry  and  drawn,  with 
red  edges.  Patient  lay  on  her  back,  with  limbs  drawn  up.  Warm  applica- 
tions, salines,  and  morphine  were  ordered,  with  hot  douches;  antipyrine  to 
reduce  temperature. 

When  the  acute  symptoms  had  sufficiently  subsided,  she  was  taken  to  the  St. 
Louis  Mullanphy  Hospital  for  operation  as  pelvic  abscess  was  diagnosticated. 

On  August  9th  she  was  admitted  to  the  hospital,  and  gave  a  history  sub- 
stantially as  related  above.  Condition  on  admission  to  hospital:  Countenance 
pinched  and  anxious ;  dorsal  decubitus,  thighs  flexed  on  abdomen ;  pulse 
small  and  wiry,  120  to  the  minute  ;  temperature  103°  ;  complained  of  pain 
over  the  entire  abdomen,  most  marked  two  and  a  half  inches  below  and  two 
inches  to  the  left  of  the  umbilicus.  Bowels  moving  frequently,  discharges 
being  thin  and  offensive.  Abdomen  considerably  distended.  In  the  region 
of  the  most  intense  pain  there  could  be  recognized,  by  palpation,  a  hard 
mass,  which  could  also  be  felt  upon  the  side,  and  posteriorly  through  the 
vagina. 

The  patient  was  ordered  to  be  prepared  for  operation,  which  was  per- 
formed upon  August  11th.  The  abdomen  was  opened  through  the  median 
line,  and,  much  to  our  surprise,  there  was  no  evidence  of  any  inflammatory 
process,  but  a  cyst  the  size  of  a  large  fetal  head,  with  thick,  leathery  walls, 
was  found,  which  contained  a  thin,  watery  fluid  and  hydatid  sacs,  and  was 
apparently  situated  between  the  folds  of  the  mesentery. 

The  cavity  of  the  cyst  was  cleansed,  the  peritoneal  surfaces  of  the  cyst  and 
the  abdominal  wall  were  brought  together  with  fine  silk  sutures,  a  rubber 
drainage-tube  introduced,  the  cavity  packed  with  iodoform-gauze,  and  an 
antiseptic  dressing  applied  over  all.  The  time  of  operation  was  a  little  over 
half  an  hour.    The  patient  returned  to  bed  in  fair  condition. 

Before  the  operation  the  temperature  was  101.5°,  pulse  92.  Four  hours 
after  the  operation  the  temperature  was  101.6°,  pulse  96. 

August  12.  Temperature  100.6°,  pulse  86. 

13th.  In  the  morning,  temperature  101.3°,  pulse  110  ;  6  P.M.  of  same  day, 
temperature  103.6°,  pulse  108;  10  p.m.,  temperature  104.2°,  pulse  108. 
Patient  wildly  delirious. 

14th.  Morning  visit,  patient  resting  quietly,  temperature  101.2°,  pulse  88. 
6  p.m.,  patient  slept  several  hours,  mind  wandering,  very  restless ;  tempera- 
ture 100.6°,  pulse  92.    Some  abdominal  pain. 

15th.  More  or  less  restlessness  during  the  night,  temperature  103°,  pulse  — ; 
6  p.m.,  still  delirious,  slept  some  during  the  day. 

16th.  Condition  same  as  the  day  before ;  temperature  102.4°,  pulse  100 ; 
6  P.M.,  temperature  104.8°,  pulse  96. 

17th.  Pupils  contracted,  patient  in  a  comatose  condition.  Patient  died  at 
3  P.M. 

Post-mortem,  twenty  hours  after  death,  showed  the  abdominal  cavity  per- 
fectly free  from  any  evidences  of  inflammation,  with  healthy  viscera.  The 
cyst  was  found  to  be  between  the  folds  of  the  broad  ligament,  instead  of 
between  the  folds  of  the  mesentery.  Unfortunately,  no  examination  of  the 
brain  was  made. 
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Being  absent  from  the  city,  the  post-mortem  was  made  by  my  assistants, 
who  positively  assure  me  that  there  was  absolutely  nothing  found  to  explain 
the  death  of  the  patient,  or  the  peculiar  symptoms  present,  either  before  or 
after  the  operation. 

The  wound  was  dressed  for  the  first  time  on  the  second  day  after  the 
operation,  and  then  daily  up  to  the  time  of  death,  all  precautions  being 
taken  to  maintain  it  in  an  aseptic  condition.  There  was  very  little  discharge, 
scarcely  enough  to  stain  the  dressings. 

Upon  examination  of  the  contents  of  the  cyst  microscopically  no  hooklets 
were  discovered,  nor  was  the  fluid  coagulated  either  by  the  application  of 
heat  or  nitric  acid. 

An  examination  into  the  literature  at  my  disposal,  which  is  quite 
limited,  shows  no  record  of  a  case  similar  to  the  one  described 
above.  While  hydatids  of  the  peritoneum  involve  most  frequently 
the  pelvis,  there  is  no  case  recorded,  that  I  have  been  able  to  dis- 
cover, in  which  the  cyst  was  situated  between  the  folds  of  the 
broad  ligament. 

© 

I  am  completely  at  a  loss  how  to  account  for  the  peculiar  train 
of  symptoms  presented  by  the  case  before  operation,  as  well  as  those 
following.  In  the  first  place,  I  expected  to  find,  upon  opening  the 
abdominal  cavity,  a  pelvic  abscess,  and  I  certainly  thought  the 
symptoms  subsequent  to  the  operation  indicated  that  evidences  of 
septic  influences  would  be  found  to  explain  them. 


( His  Sue 
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REPORT  OF  GYNECOLOGICAL  CASES  TREATED  BY 
ELECTRICITY. 


By  FRANKLIN  TOWNSEND.  Jr..  A.M..  M.D.. 

ALBANY,  >'.  T. 


This  short  report,  which  I  am  about  to  present,  gives  the  result 
of  my  practical  experience  during  the  past  year  in  the  use  of  elec- 
tricity as  applied  to  certain  gynecological  cases  occurring  in  my 
practice.  I  do  not  desire,  nor  do  I  intend  to  discuss  the  mooted 
question  of  which  we  all  have  heard  so  much,  regarding  the  use 
of  electricity  versus  operative  procedures  in  various  diseases  of 
women,  but  shall  be  very  glad  to  listen  to  the  views  of  the  Fellows 
upon  this  important  and  vexed  topic. 

The  cases,  though  not  numerous,  certainly  represented  a  multi- 
plicity and  variety  of  pelvic  and  abdominal  disorders  so  common  to 
the  female  sex,  and  to  which  the  treatment  by  electricity  seemed 
eminently  proper.  Of  the  seventeen  cases  thus  treated,  four  were 
for  intramural  fibroid  tumors  of  the  uterus  of  exceedingly  large 
size,  causing  the  patients  to  suffer  from  great  losses  of  blood, 
more  especially  at  their  menstrual  periods.  Seven  had  simple 
catarrhal  salpingitis,  with  dislocated,  inflamed  ovaries  attached  by 
perimetric  adhesions,  with  uterus  in  retroflexion  or  version.  Two 
had  subinvolution  uteri,  with  metritis,  the  uterus  in  each  case  being 
retroverted  but  mobile.  One  had  a  multilocular  ovarian  cyst,  while 
still  another  had  pyosalpinx.  The  remaining  cases,  two  in  nuni'oer, 
were  the  typical  type  of  women  suffering  from  pelvic  inflammatory 
exudations  following  abortion,  where  all  the  pelvic  organs  seemed 
matted  together,  causing  immobility  of  the  same,  tenderness  being 
the  most  marked  symptom.  I  will  now  premise  what  further 
remarks  I  have  to  make  by  the  statement,  that  all  of  these  cases  had 
been  under  treatment  by  other  practitioners  for  different  periods, 
and  that  the  more  usual  course  had  in  each  case  been  pursued  by 
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the  medical  attendant.  The  cases  had  simply  been  recommended 
to  me  for  surgical  interference,  though  I  might  state  that  in  two  of 
the  women  having  fibroids  electricity  had  been  tried,  but  not  as  I 
understood  it,  in  the  most  "approved"  manner. 

Case  I. — Mrs.  S.,  of  Albany,  N.  Y. ,  thirty-four  years  of  age,  married  and 
sterile  four  years,  has  been  ill  five  years.  Symptoms  :  Constant  nausea  and 
vomiting.  Dysmenorrhea,  constant  pelvic  pain ;  constipated.  Dysuria ; 
losing  flesh.  Anemic.  Is  compelled  to  remain  in  bed  at  each  menstrual  epoch, 
which  is  regular.  Examination  reveals :  Retroflexed,  immobile  uterus  ;  peri- 
uterine exudation.  Right  ovary  prolapsed  in  Douglas's  pouch,  adherent, 
greatly  enlarged,  and  very  tender ;  also  tube  of  same  side.  Diagnosis : 
Chronic  salpingo-obphoritis.  Pelvic  peritonitis  chronic.  Vomiting  reflex  (?). 
Other  organs  normal.  Previous  treatment :  Of  all  kinds,  excepting  use  of 
electricity.  Referred  to  me  for  operation.  Began  using  electricity :  Com- 
menced its  use  on  March  17,  1890.  Negative  pole  against  the  uterus, 
positive  over  the  abdomen;  from  90  to  120  milliamperes;  could  never 
go  beyond  120  milliamperes.  In  all,  the  patient  had  forty-two  "sittings." 
Twice  seriously  eroded  vagina  and  posterior  vaginal  fornix.  Result :  In  no 
respect  improved.  Possibly,  reflex  vomiting  is  better.  To  be  operated  in 
October. 

Case  II. — Miss  A.,  of  Round  Lake,  N.  Y.,  twenty-seven  years  of  age, 
single,  has  been  ill  three  years.  Symptoms  :  About  the  same  as  in  Case  I., 
with  this  exception,  that  there  was  no  nausea  nor  vomiting.  Examination 
reveals:  Condition  very  simiiar  to  Case  I.  Diagnosis:  About  the  same  as 
in  Case  I.  Previous  treatment :  Of  all  kinds,  excepting  electricity.  Referred 
to  me  for  operation.  Commenced  using  the  electric  current  (constant)  on 
March  19th,  the  same  as  in  Case  I.  In  all,  the  patient  had  twenty-seven 
"sittings"'  of  fifteen  minutes  each.  At  two  different  times  the  treatment 
created  erosions  of  the  mucous  membrane  ;  always  caused  a  certain  amount 
of  pain,  and  finally  the  patient  refused  this  form  of  treatment,  preferring 
operation,  if  I  thought  it  feasible.  Result:  If  anything,  "  made  worse." 
To  be  operated  in  the  Fall. 

Case  III.— Mrs.  M.,  of  Troy,  N.  Y.,  thirty  years  of  age,  married  and 
sterile  seven  years,  has  been  ill  eight  years ;  noticed  enlargement  of  the 
abdomen.  Symptoms :  Metrorrhagia  and  monorrhagia.  Gradual  increase  of 
tumor ;  distressed  by  its  weight,  interference  also  with  her  respiration. 
Examination  reveals:  Very  large  fibroid  (intramural)  of  uterus.  General 
health  good.  Patient  anemic  from  frequent  hemorrhages.  Used  the  sound  ; 
enters  the  uterus  seven  and  a  half  inches.  Diagnosis :  Intramural  uterine 
fibroid.  Previous  treatment:  Tampons,  applications,  etc.  Thought  to  be 
pregnant  by  one  doctor.  Began  using  electricity :  On  March  27th  commenced 
using  the  constant  current  in  my  office,  doing  so  for  three  and  a  half  months, 
and  possibly  would  have  continued  it  had  it  not  beeu  that  I  was  compelled  to 
take  my  vacation.    Result:  Uterine  hemorrhage  lessened  decidedly.  Other- 
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wise,  patient  was  the  same,  and  the  tumor  the  same  size  as  at  the  beginning 
of  treatment. 

Case  IV.— Mrs.  T.,  thirty-seven  years  of  age,  married,  three  children  and 
two  abortions,  has  been  ill  ten  years.  Symptoms  :  Menorrhagia  and  metror- 
rhagia ;  enlarging  abdomen.  Anemia ;  edema  of  lower  extremities.  Exami- 
nation reveals :  Intramural  fibroid  of  uterus,  about  the  size  of  adult  head. 
Diagnosis:  Intramural  fibroid  of  uterus.  Previous  treatment:  Ergotine, 
hydrastin  ;  tamponading  when  hemorrhage  was  excessive.  Began  using 
electricity:  On  October  16,  1889;  twice  weekly  up  to  April  15th. 
Result:  Decided  decrease  in  flow,  and,  possibly,  some  in  size  of  tumor. 
Edema  of  extremities  the  same.  General  health  improved,  April  15th. 
Have  not  seen  the  patient  since. 

Case  V. — Mrs.  R.,  of  Cohoes,  twenty-four  years  of  age,  married  and 
sterile  two  years,  has  been  ill  three  years.  Symptoms:  Dysmenorrhea.  Ex- 
amination reveals :  Tender  and  enlarged  right  ovary,  and  tube  dislocated  into 
Douglas's  pouch,  but  movable.  Diagnosis;  Salpingo-oophoritis  chronic  Pre- 
vious treatment :  General  and  local  since  her  marriage:  that  is,  for  two  years, 
by  her  husband,  who  is  a  physician.  Began  using  electricity :  On  March  14th. 
three  times  weekly,  only  80  milliamperes,  patient  not  being  able  to  stand 
more.  Eroded  vagina.  Had  in  all  thirty-seven  "sittings;"  became  so  disap- 
pointed that  she  decided  upon  operation,  if  thought  proper  in  the  Fall. 
Result:  Negative. 

Case  VI. — Mrs.  F.,  of  Troy,  N.  Y.,  thirty-nine  years  of  age,  single,  has 
been  ill  for  four  years.  Symptoms:  Dysmenorrhea;  frequent  uterine  hem- 
orrhage ;  pain  in  the  back.  Anemic.  Losing  flesh,  but  abdomen  enlarging. 
Examination  reveals:  Intramural  fibroid,  size  of  an  orange.  Uterus  quite 
movable;  tumor  out  of  pelvis.  Diagnosis:  Intramural  fibroid  growth. 
Metrorrhagia  and  menorrhagia.  Previous  treatment:  General  and  local  of 
all  kinds,  excepting  electricity.  Began  using  electricity:  On  May  4,  1890. 
Hemorrhage  decidedly  lessened  in  a  month,  after  eight  "sittings."  Patient 
still  under  treatment ;  no  change  in  size  of  tumor,  but  she  appears  markedly 
improved  in  her  general  health.  Result:  Beneficial,  with  no  marked  change 
in  size  of  tumor. 

Case  VII.— Mrs.  P.,  of  Albany,  N.  Y.,  forty  years  of  age,  married  twenty 
years,  large  family,  has  been  ill  two  years.  Symptoms:  Those  of  uterine 
polyp,  metrorrhagia,  and  menorrhagia.  Very  anemic.  Exsanguinated.  Ex- 
amination reveals:  Large  fibroid  polyp  springing  from  post-cervical  lip, 
beside  intramural  fibroid  of  uterine  body.  Operated  April  12th,  removing 
polyp.  Diagnosis :  Uterine  polyp,  with  intramural  fibroid  tumor  of  corpus 
uteri.  Previous  treatment:  Local  applications,  and  general.  Began  using 
electricity:  On  May  10th,  about  a  month  after  operating  on  polyp;  120 
milliamperes  used  at  each  sitting,  causing  pain.  Result  :  Under  observation 
at  present  time.  No  hemorrhage,  nor  any  marked  diminution  in  size  of 
tumor. 

Case  VIII.— Miss  F.,  of  Schenectady,  N.  Y.,  twenty  years  of  age,  single, 
has  been  ill  two  years.    Symptoms  :  Abdominal  enlargement,  menstruation 
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more  or  less  irregular.  No  marked  pain.  Constipated.  Exsanguinated. 
Examination  reveals :  Ovarian  tumor,  size  of  child's  head.  Diagnosis : 
Simple  cyst  of  the  broad  ligament  (?).  Previous  treatment :  Had  had  none, 
the  physician  simply  diagnosing  the  case  by  examination  at  first  visit. 
Referred  to  me  for  operation.  Began  using  electricity:  On  April  4,  1890. 
Made  thirty  applications,  three  per  week,  except  when  menstruating. 
Result :  Nil.    Tumor  enlarging,  if  anything    To  be  operated. 

Cases  IX.,  X.,  XL,  and  XII. — These  cases  were,  in  their  general  char- 
acter, very  similar  to  those  whose  history  has  previously  been  given  in  more 
or  less  detail  (see  Cases  I.,  II.,  and  V.),  the  symptoms  being  identical,  while 
the  diagnosis  was  about  the  same:  Salpingo  oophoritis  (chronic  catarrhal), 
with  pelvic  exudate.  The  constant  current  was  tried  in  all  four  cases,  with- 
out any  beneficial  results.  Other  treatment,  local  and  general,  was  used. 
Case  IX.  was  a  married  woman,  and  Cases  X.,  XI.,  and  XII.  were  single. 

Case  XIII. — Mrs.  H.,  of  New  York,  twenty  four  years  of  age.  married 
eighteen  months,  has  been  ill  ever  since  marriage.  Symptoms :  Original 
gonorrhea,  contracted  during  marriage.  Pain  in  right  inguinal  region.  Dis- 
charge of  pus.  Pruritus  vulvae  et  vaginae.  Dysuria,  etc.  Examination 
reveals :  Pyosalpinx  size  of  sausage ;  possible  abscess  of  ovary.  Previous 
treatment:  Local  and  constitutional.  Began  using  electricity :  On  May 9th. 
Seven  sittings  in  all,  made  with  a  current  of  90  to  110  milliamperes,  patient 
each  time  complaining  of  pain.  Result:  Electrically  poor;  good  after  opera- 
tion. Fearing  rupture  of  tube,  and  deeming  electricity  in  this  case  finally  as 
unavailing  and  even  dangerous,  I  aspirated  tube  and  washed  it  out  as  usual, 
and  the  patient  finally  recovered. 

Cases  XIV.  and  XV. — These  cases  were  such  as  are  so  frequently  met 
with  where,  after  repeated  pregnancies,  followed  by  childbirth,  in  healthy 
women  generally,  the  uterus  becomes  subinvoluted  in  retroversion,  with  a 
possible  metritis  (?),  at  the  same  time  this  organ  being  mobile,  though  tender, 
there  being  no  disease  of  the  adnexa.  Diagnosis :  Subinvolution  uteri. 
Retroversion  uteri,  metritis  (?).  Previous  treatment :  Local  applications  and 
general  toning  up  of  the  system.  Began  using  electricity  :  In  Case  XIV.  on 
February  19,  1890,  and  continued  for  five  months  regularly,  except  during 
menstrual  periods.  In  Case  XV.  began  treatment  one  month  later,  three 
sittings  weekly  for  four  months.  Result :  In  both  cases  it  seemed  at  first 
that  the  weight  and  pain  in  the  back  were  better,  though  the  uterus  in  each 
was  equally  as  large  and  heavy  as  when  treatment  was  begun.  About  the 
middle  of  July  I  stopped  this  form  of  treatment,  recommending  Alexander's 
operation  in  the  Fall,  which  was  agreed  to. 

Cases  XVI.  and  XVII. — Without  copying  in  detail  from  my  "  Case- 
book "  the  histories  of  the  two  following  cases,  which  complete  t  he  series  of 
seventeen  cases  that  underwent  the  treatment  by  electricity,  I  will  simply 
state  that  they  were  such  as  we  so  frequently  meet  with,  women  suffering  from 
general  pelvic  inflammatory  exudations  following  abortion,  and  in  which  all 
the  pelvic  organs  seem  matted  together,  immobility  being  the  characteristic 
symptom,  as  elicited  by  bimanual  examination.    These  were  what  might  be 
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termed  "  chronic  cases,"  having  aborted  previously  at  periods  from  four  to 
five  months  prior  to  my  seeing  them,  both  hospital  cases,  the  usual  treatment 
locally,  abdominally,  and  per  vaginam,  besides  general  systemic  introduction 
of  nourishment  and  appropriate  medication.  Began  using  electricity :  Feb- 
ruary 4th.  in  the  one  case,  and  February  27th  in  the  other.  In  both  I  used 
it  regularly  three  times  weekly  for  one  mouth,  a  current  of  120  milliampdres. 
Both  cases  afterward  were  similarly  treated  at  my  office  for  four  months. 
Result :  General  health  improved.  Possible  improvement  in  diminution  of 
exudation,  also  increased  mobility  of  parts.  Otherwise  no  better;  thor- 
oughly disabled  for  work.   To  be  operated  in  the  Fall. 

Remarks. — On  looking  over  the  results  produced  by  the  use  of 
electricity  (constant  current)  in  the  eases  cited,  one  would  naturally, 
it  seems  to  me,  come  to  the  conclusion  that  it  was  a  decided  failure 
in  the  majority  of  them,  while,  possibly,  it  was  a  partial  success  in 
a  few.  At  all  events,  one  might  say  that  a  feeling  of  disappoint- 
ment must  of  necessity  be  the  resulting  sentiment.  As  a  summary, 
let  me  state  that,  regardiug  the  cases  cited,  my  conclusions  might 
be  thus  formulated : 

1.  That  I  was  much  disappointed  in  the  results  derived  from 
this  mode  of  treatment. 

2.  That  the  treatment  was  carried  out,  to  my  mind,  in  the  most 
"approved"  manner. 

3.  That  many  of  the  patients  objected  frequently  to  its  continu- 
ance, because  of  the  pain  it  caused  them,  and  yet  the  strength  of 
the  current  was  comparatively  mild. 

4.  That  some  objected  to  its  continuance  absolutely,  not  only 
because  of  its  causing  pain,  but  because  they  were  made  worse. 

5.  That,  in  three  instances,  a  current,  as  indicated  by  the  milli- 
amperemeter  (which  was  used  industriously  in  all  cases)  showing 
a  resistance  of  120,  and  even  only  80,  milliamperes,  gave  decided 
evidences  of  local  erosion  of  the  parts  to  which  the  negative  pole 
was  applied. 

6.  That  the  time  and  number  of  sittings  in  almost  all  the  cases 
cited  seemed,  to  my  mind,  to  be  sufficient  to  prove  or  disprove  its 
value  in  each  individual  instance. 

7.  That,  in  my  limited  experience,  only  a  few  cases  were  bene- 
fited by  its  use  (notably  the  cases  of  fibroid  tumor  of  the  uterus, 
where  the  hemorrhage  assuredly  was  controlled). 

8.  That  the  tumors  (fibroid)  were  not  markedly,  if  at  all,  dimin- 
ished in  size. 


GYNECOLOGICAL  CASES  TREATED  BY  ELECTRICITY.  183 


.  That  in  pelvic  exudates  no  manifestation  of  amelioration  was 
proven  as  to  the  absorption  of  the  exudate,  nor  in  the  discontinu- 
ance of  pain,  etc. 

10.  That  the  necessity  of  frequency  of  application  of  this  method 
of  treatment  becomes  tiresome  to  patients. 

11.  That  the  loss  of  time  (possibly,  some  might  call  it  a  gain)  to 
the  professional  man  was  not  inconsiderable. 

12.  That  there  are  dangers,  possibly  unavoidable,  in  using  this 
method  of  treatment,  as  peritonitis,  collapse,  etc. 

13.  That  the  claim  or  desire  on  the  part  of  some  of  the  patients 
for  operative  measures,  if  thought  feasible  after  a  long-continued 
trial  of  this  form  of  treatment,  at  least  commands  some  attention 
on  the  part  of  the  practitioner. 

14.  That  altogether,  from  this  limited  experience  of  seventeen 
cases  treated  according  to  the  methods  as  laid  down  by  our  best 
authorities  upon  this  subject,  I  must  sincerely  confess  to  disap- 
pointment, and,  until  I  find  something  better,  though  much  desiring 
to  be  conservative,  I  shall  go  back  to  my  operative  work,  in  which, 
as  a  rule,  success  and  permanent  cure  have  been  frequently 
attained  in  just  such  a  class  of  cases  as  those  cited. 


DISCUSSION. 

Dr.  G.  Betton  Massey,  of  Philadelphia  (by  invitation), — I  feel 
obliged  to  you  for  your  kindness  in  calling  upon  me  to  say  something 
at  this  time.  This  paper  is  an  interesting  one,  for  it  really  presents 
more  for  our  consideration  than  it  seems  to  at  first  thought.  We  have 
here  a  physician  (the  essayist),  personally  unknown  to  me,  who,  I 
judge  from  his  account,  has  honestly  and  carefully  gone  to  work  to 
test  the  claims  that  have  been  made  for  electricity  in  gynecology.  He 
does  not  tell  us,  however,  what  he  knew  about  electricity  before 
making  the  bold  experiments  he  has  described.  He  does  not  tell  us 
that  by  patient  work  he  familiarized  himself  with  one  of  the  most 
subtle  and  powerful  forces  of  nature.  I  presume  from  his  remarks 
that  he  had  not  gained  this  mastery  of  his  tool,  or  he  would  not  have 
confined  his  attention  to  getting  big  doses  through  his  patient.  The 
results,  as  given  by  him,  are  much  like  what  a  man  would  have  who 
bought  a  set  of  laparatomy  instruments,  and  immediately  proceeded 
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to  cut  the  disease  out  of  seventeen  cases,  and  who,  failing  at  first,  cut 
deeper  and  deeper.  Besides  the  general  question  of  the  use  of  elec- 
tricity, the  paper  hrings  before  us  the  questions  of  how  it  should  be 
used  and  who  should  use  it. 

There  are  failures  in  the  use  of  electricity  in  the  best  hands.  I 
have  now  under  ray  care  a  case  of  fibroid  tumor  that  will  doubtless 
be  a  failure,  and  it  leads  me  to  think  that  cases  of  its  nature  would 
doubtless  be  failures  in  other  hands.  This  tumor  has  periods  of  great 
enlargement  at  the  menstrual  moliraen,  nearly  every  month  tripling 
or  quadrupling  its  size,  apparently  by  simple  absorption  of  liquid. 
It  was'at  first  apparently  helped,  several  months  having  passed  with- 
out attacks  of  any  kind,  and  with  great  diminution  in  size,  but  later 
it  recurred,  and  an  attack  is  now  in  progress.  On  the  other  hand,  I 
have  at  the  present  time  another  case  under  observation  where  the 
same  features  where  shown — not  much  aggravation  of  the  menstrual 
flow,  or  increase  in  size — but  intense  pain  at  the  periods,  pain  that  for 
eight  years  has  required  one  of  the  most  skilful  physicians  of  Phila- 
delphia to  treat  monthly  by  hypodermics  that  had  to.  be  carried  to  the 
fullest  extent.  That  case,  placed  under  treatment  about  nine  months 
ago,  to-day  passes  painless  periods,  and  is  walking  the  streets,  and 
attending  to  her  duties,  years  younger  than  she  appeared  when  the 
treatment  was  begun.  It  requires  a  wide  experience  to  determine  in 
what  fibroid  tumors  electricity  will  be  best.  This  tumor  was  smaller 
than  the  one  just  mentioned,  and  did  not  increase  at  the  periods.  It 
has  shrunk  considerably  since  the  beginning  of  the  treatment. 

I  have  reported  elsewhere  two  cases  of  complete  disappearance  of 
fibroid  tumors.  These  cases  I  am  perfectly  willing  to  have  any  member 
of  the  profession  investigate.  They  live  in  Philadelphia,  and,  as  far 
as  I  know,  are  now  in  good  health.  Such  results  are  exceptional, 
though  the  majority  of  my  cases  have  decreased  in  size  under  treat- 
ment. I  have  had  other  cases  than  the  ones  mentioned  which  have 
not  diminished,  and  these,  too,  were  cases  that  appeared  likely  to  be 
amenable  to  electric  treatment.  In  none  of  those  cases,  however,  with 
the  exception  of  a  cystic  tumor,  in  which  the  treatment  was  not 
proper,  has  there  been  any  untoward  results.  They  were  simply  hard, 
dry  fibroids,  with  little  trouble  excepting  the  psychical  one.  Strange 
to  say,  I  find  it  difficult  in  a  number  of  cases  to  control  hemorrhage — 
though  I  find  the  bitterest  opponents  of  electric  treatment  willing  to 
concede  to  it  that  advantage.  It  takes  time  and  patience  to  control  a 
hemorrhagic  patient,  though  the  ultimate  success  is  certain. 

Had  I  time  I  would  speak  of  the  transcendent  value  of  electricity 
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ill  chronic  metritis,  and  take  occasion,  at  the  same  time,  to  plead  for 
a  more  frequent  recognition  of  this  condition. 

Dr.  J.  M.  Baldy,  of  Philadelphia. — The  time  appears  to  have 
arrived  when  those  of  us  who  do  not  believe  in  the  benefit  of  this 
treatment  should  express  ourselves  frankly  on  the  subject.  I  felt  as  I 
heard  Dr.  Townsend's  paper  that  he  has  been  recording  my  own  experi- 
ence. Who  is  to  use  this  great,  subtle  power  ?  That  is  the  cry  always 
from  the  electricians ;  that  is  the  cry  made  by  those  who  favor  its  use 
I  saw  Apostoli  and  his  assistants  apply  electricity,  and  I  have  seen 
Dr.  Massey  and  his  assistants  apply  electricity,  and  I  have  seen  these 
gentlemen  do  nothing  but  what  we  are  all  of  us  able  to  do,  viz.,  pass  a 
sound,  turn  on  the  current  with  a  lever,  read  the  milliamperemeter,  and 
study  their  watches  for  the  required  number  of  minutes.  I  saw  noth- 
ing in  all  this  that  we,  any  one  of  us,  could  not  do.  The  milliampere- 
meter is  there,  and  we  are  worse  than  ignorant  if  we  cannot  read  it. 
It  is  all  nonsense,  rank  nonsense,  for  the  so-called  electricians  to  talk 
as  they  do  on  this  point.  If  the  batteries  are  in  order,  it  requires  not 
a  particle  of  experience  to  apply  the  current,  only  a  little  common 
sense  and  good  judgment.  In  regard  to  what  electricity  will  do,  my 
experience  has  been  that  of  Dr.  Townsend,  and  it  comes  largely  from 
Dr.  Massey 's  own  applications.  I  have  stood  by  and  seen  the  patients, 
have  studied  the  cases  daily,  and  made  a  thorough  investigation  of  the 
subject  as  far  as  he  could  give  me  the  opportunity.  Dr.  Bradford 
reported  to  the  Philadelphia  Obstetrical  Society,  two  years  ago,  some 
eleven  cases  treated  by  Dr.  Massey.  All  were  said  to  be  cured.  I 
watched  those  cases  fourteen  months,  and  took  pains  to  hunt  them  up 
at  the  end  of  that  time  and  again  have  them  reported.  Not  a  case,  but 
one,  was  even  benefited,  and  that  was  only  relieved.  They  are  simply 
a  reduplication  of  the  cases  Dr.  Townsend  gave  us.  In  regard  to  the 
two  cases  referred  to  by  Dr.  Massey,  where  the  fibroid  disappeared, 
these  were  not  fibroid  tumors  at  all.  The  trouble  with  the  electricians 
is,  they  are  not  gynecologists.  They  have  no  training  in  that  line 
whatever,  and  they  are  not  competent  to  make  a  diagnosis. 

With  such  a  mass  of  evidence  as  is  rapidly  accumulating  against 
the  electrical  treatment,  is  there  any  wonder  that  a  vigorous  protest  is 
offered  ? 

Dr.  Joseph  Hoffman,  of  Philadelphia. — The  point  Dr.  Baldy 
made  that  those  who  do  not  have  success  are  not  electricians,  and 
those  who  do  have  success,  or  claim  it,  are  regarded  as  electricians,  is 
a  good  one.  I  need  no  stronger  confirmation  of  that  than  Keith,  the 
elder.  He  has  never,  until  lately,  studied  electricity,  but  the  moment 
he  turns  attention  to  it  he  is  heralded  all  over  the  world  as  an  oracle 
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upon  its  efficacy.  This  is  all  misleading.  He  is  no  electrician,  and 
never  can  be.  Dr.  Keith  has  contradicted  himself  a  number  of  times 
in  his  advocacy  of  electricity.  If  we  did  not  consider  all  things  in  the 
light  of  his  unchallenged  integrity,  we  would  take  him  as  a  man  who 
did  not  remember  or  did  not  care  to  tell  the  truth  ;  as  it  is,  we  pass  by 
his  inconsistency,  because  we  honor  the  man,  though,  we  cannot  accept 
his  conclusions.  There  is  a  great  obstacle  to  Dr.  Keith's  paper  becom- 
ing an  unchallenged  authority  for  the  use  of  electricitv  in  fibro- 
mata. Before  he  can  take  any  stand  in  electricity  he  must  blot  out 
that  book  of  his  against  the  use  of  electricity.  Dr.  Baldy  says  elec- 
tricians cannot  make  a  diagnosis.  That  is  right ;  the  abdominal  sur- 
geons cannot  always  do  so.  Dr.  Keith  proves  this.  At  the  time  his 
book  was  written  his  record  of  hysterectomy  was  unparalleled.  He 
shows  that  in  nearly  every  instance  his  diagnosis  was  incorrect.  His 
whole  book  is  full  of  such  evidence.  It  cannot  be  wiped  out.  Dr. 
Keith  contradicts  himself.  Dr.  Massey  at  the  present  time  says  he  is 
applying  electricity  to  a  tumor  that  varies  in  its  size.  I  say  to  Dr. 
Ma.-sey  that  if  he  is  applying  electricity  to  a  tumor  that  varies  monthly 
in  its  size  he  does  not  knoic  that  it  is  a  fibroid  tumor.  It  is  very  likely 
to  be  something  else. 

Dr.  X.  O.  Werder.  of  Pittsburg. — Within  the  last  year  I  have 
been  using  electricity  to  some  extent  both  in  private  and  hospital 
practice.  With  it  I  have  had  successes  and  failures.  I  think  a 
method,  even  if  not  successful  in  every  case,  or  in  the  majority  of  cases, 
should  not  be  condemned  on  that  account.  I  think  electricity  will  do 
good  in  some  cases.  It  will  relieve  pain  and  hemorrhage,  often  when 
other  means  fail,  though  in  regard  to  its  relieving  bleeding  I  have  had 
perhaps  more  disappointments  than  successes.  The  reason  of  that, 
perhaps,  is  that  I  have  not  been  able  to  use  as  large  doses  as  are  recom- 
mended by  electricians.  I  found  that  most  of  those  cases  could  not 
bear  more  than  30,  60,  or  75  milliamperes.  I  have  had  some  cases 
where  bleeding  was  relieved  promptly  ;  but  in  others  I  had  to  curette 
the  uterus  to  get  relief.  In  one  case  of  fibroid  of  the  fundus  with  pro- 
fuse menorrhagia  I  used  75  and  then  100  milliamperes.  The  patient 
had  three  or  four  menstrual  periods  perfectly  normal,  following  these 
two  applications.  After  that  period  she  came  back  again  as  bad  as 
ever.  Since  then  there  has  been  no  improvement  from  the  electricity. 
I  have  found  cases  in  which  dysmenorrhea  was  relieved.  In  a  case  of 
retroflexion  of  the  uterus  with  firm  adhesions,  in  which  the  patient 
suffered  agonies  of  pain  at  the  time  of  menstruation,  I  made  two  intra- 
uterine applications  of  only  30  milliamperes  strength.  The  menstrua- 
tion came  on  perfectly  painless,  and  she  has  never  had  any  pain  since, 
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though  the  treatment  did  not  cure  the  anatomical  lesion.  A  hospital 
patient,  forty-five  years  old,  never  married,  whose  condition  at  first 
examination  was  :  large  uterus,  extremely  tender,  has  been  unable  to 
walk  any  distance  for  four  years.  The  diagnosis  was  chronic  metritis. 
Ordinary  methods  gave  no  improvement.  I  then  tried  the  negative 
pole  in  the  uterus,  starting  at  about  75  milliamperes,  and  increasing 
up  to  150  milliamperes.  In  six  weeks'  treatment  she  was  able  to  walk 
and  felt  perfectly  well. 

These  are  some  of  the  cases  that  demonstrate  that  there  is  something 
in  the  electrical  treatment. 

Dr.  A.  Vander  Veer,  of  Albany. — The  subject  of  the  treatment 
of  uterine  fibroids  by  electricity  is  one  in  which  I  have  been  greatly 
interested  for  the  past  eighteen  or  twenty  years.  In  1873,  in  company 
with  Dr.  Wm.  H.  Bailey,  of  Albany,  I  went  over  to  Boston,  and  spent 
several  days  with  Dr.  Cutter,  looking  up  the  subject  from  the  latter's 
standpoint. 

Dr.  Cutter  was  kind  enough  to  take  me  to  see  several  cases,  and 
among  the  number  I  saw  him  plunge  into  a  large  fibroid  his  bayonet- 
shaped  needle,  using  a  battery  which  gave  him  no  knowledge  of  the 
exact  amount  of  the  strength  of  the  current  he  was  using.  It  will  be 
remembered  that  some  of  his  cases  were  cured,  some  were  much 
improved,  and  a  few  were  fatal  cases.  I  have  always  thought  that  he 
was  moving  in  the  right  direction,  and  yet  needed  to  have  that  kind 
of  an  apparatus  that  would  tell  just  the  strength  of  the  current,  etc., 
that  was  being  used.  I  brought  home  with  me  the  needles  and  much 
of  the  paraphernalia  that  Dr.  Cutter  was  using,  but  I  have  never  had 
the  courage  to  use  them  in  the  cases  that  seemed  proper  for  such  treat- 
ment. Later,  I  purchased  a  variety  of  other  batteries,  I  have  given 
special  and  particular  attention  to  the  subject,  and  am  willing  to  admit 
that  in  some  cases  I  have  seen  improvement,  and  perhaps  cure  follow 
the  use  of  electricity  in  interstitial  fibroids,  but,  with  the  exception  of 
such  cases  as  present  serious  hemorrhage  or  endometritis  fungosa,  I 
have  abandoned  the  treatment  entirely.  I  have  presented  the  most  of 
my  batteries  to  the  hospital  to  be  used  there  in  such  surgical  cases  as 
indicated  the  use  of  electricity. 

I  know  the  sincerity  and  earnestness  with  which  Dr.  Townsend  has 
investigated  the  subject  during  the  past  two  years.  I  have  heard  him 
discuss  the  question  frequently.  I  know  he  has  been  thoroughly  candid 
and  honest.  He  has  given  to  us  what  he  believes,  and  which  is  based 
upon  a  good  intelligent  idea  of  the  use  of  electricity,  with  no  ignorance 
about  it. 

Dr.  James  F.  W.  Ross,  of  Toronto.— I  want  to  put  myself  on  record 
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as  one  who  has  not  been  able  to  see  so  much  in  electricity  as  others. 
I  operated  on  two  cases  recently:  one  case  sick  six  years,  the  other  four 
years.  In  each  the  pelvic  organs  were  matted  together  in  a  mass  of 
adhesions.  When  I  came  to  ask  for  a  small  fee  I  found  that  the  man 
had  had  his  wife  treated  with  electricity  without  avail,  and  his  pocket 
was  depleted.  This  is  one  great  objection  the  abdominal  surgeon  has 
to  the  electrician.  It  has  been  said  that  if  the  ovaries  hung  outside  as 
the  testicles  do  there  would  not  be  so  many  removed.  But  if  such  a 
pus  tube  as  Dr.  Price  has  just  figured  to  us  in  a  water-color  sketch 
were  in  the  scrotum,  no  one  here  present  would  advise  that  it  should  be 
left  there  for  fourteen  years,  as  the  pus  tube  was  left.  The  pus  tube 
was  in  a  much  more  dangerous  locality,  and  required  removal  eventu- 
tually  to  save  life.  What  could  electricity  do  with  such  a  case?  A 
so-called  cure  would,  no  doubt,  be  produced  by  nature  and  credited  to 
electricity,  the  point  of  escape  of  pus  closed  up  temporarily,  only  to 
reopen  after  many  years  of  constant  menace  to  the  woman.  An  oper- 
ation would  then  be  necessary  to  save  life  when  the  chances  of  recovery 
would  be  diminished,  owing  to  the  advanced  age  of  the  patient  and  the 
greater  firmness  of  adhesions.  The  electrician  by  this  time  would  have 
lost  all  trace  of  the  patient,  and  the  case  would  have  been  recorded 
among  the  cures.  I  believe  there  are  two  or  three  conditions  in  which 
electricity  is  of  use,  viz.,  as  a  caustic  to  destroy  new  formations,  as  a 
producer  of  muscular  contraction,  and  as  a  sedative.  As  regards  the 
bleeding  of  fibroid  tumors,  I  believe  it  does  occasionally  relieve  the 
bleeding  temporarily.  Many  of  the  cases  treated  are  erroneously 
diagnosticated.  I  have  seen  an  operation  for  removal  of  a  tumor  in 
the  pelvis  which  proved  to  be  a  dermoid  cyst,  when  it  had  been  diag- 
nosticated by  many  eminent  specialists  as  a  fibroid  tumor  of  the  uterus. 

Dr.  Isaac  Scott  Stone,  of  Washington. — I  have  for  the  last 
eighteen  years  used  electricity  with  such  batteries  as  electricians 
offered  for  sale.  I  have  never  seen  any  permanent  diminution  of  a 
fibroid  tumor,  though  I  have  had  them  constantly  under  my  treat- 
ment. I  would  much  rather  run  the  risk  of  hysterectomy  than  punc- 
ture. I  do  not  like  to  say  electricity  should  never  be  tried,  for  I  have 
tried  it,  and  I  intend  to  keep  on  trying  to  use  it  in  its  proper  field. 
That  proper  field  is,  in  my  opinion,  in  its  application  to  neurotic  con- 
ditions, when  you  have  pain  to  relieve. 

Dr.  Townsend  (closing  the  discussion). — Certainly  this  subject  has 
brought  out  an  extensive  discussion,  and  one  particularly  of  greatest 
interest  to  me.  In  regard  to  my  ignorance  of  the  subject  of  electricity, 
I  may  say  that  the  best  part  of  it  came  from  Dr.  Massey's  knowledge, 
as  published  in  his  work  on  that  subject.    I  assuredly  have  studied  it 
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carefully,  and  became  much  interested  in  it,  taking  it  up  from  this 
very  fact,  and  following  it  very  strenuously,  with  the  sincere  hope  that 
it  would  prove  successful  as  a  form  of  treatment  in  certain  gyneco- 
logical cases. 

That  I  have  been  disappointed  is  evident.  Dr.  Massey  made  the 
remark  just  now,  concerning  the  use  of  electricity  in  a  case,  which 
case  was  afterward  referred  to  a  surgeon,  was  operated  upon  and  died. 
I  am  not  sure  but  that  the  electricity  caused  the  necessity  for  opera- 
tive procedure. 

Again,  Dr.  Massey  acknowledged  that  the  electrical  treatment  was 
not  "  mapped  out  thoroughly."  I  agree  with  him.  I  do  not  think  elec- 
tricity is  yet  in  its  perfection.  It  may  eventually  become  useful.  I 
recall  an  article  as  well  as  a  conversation  with  Dr.  Ford,  of  Utica, 
upon  this  subject.  He  wanted  very  much  to  have  me  try  the  use  of 
electricity.  He  told  me  how  exudates  and  even  cysts  would  fade  away, 
after  a  few  applications  of  this  potent  factor.  I  was  much  impressed 
by  what  he  said,  and  his  remarks,  combined  with  what  I  learned  from 
Dr.  Massey's  book  upon  the  subject,  led  me  to  undertake  this  form  of 
treatment.  Previously  I  had  been  accustomed  to  operate  in  appro- 
priate cases.  Of  course,  the  cases  cited  in  ray  paper  are  limited  in 
number ;  but,  at  the  same  time,  I  must  confess  to  the  feeling  that  I 
have  lost  a  year's  valuable  surgical  work,  and  mauy  of  these  cases  are 
to  come  to  me  or  some  one  else  later  for  operation. 


A  DISCUSSION  OF  VAGINAL  HYSTERECTOMY, 
WITH  OBSERVATIONS  ON  ELEVEN  CASES 
WITH  ONE  DEATH. 


By  CHARLES  A.  L.  REED,  M.D., 

CINCrNNATI. 


Dr.  Charles  Egerton  Jennings,  in  his  recent  masterly  work 
on  cancer,1  assumes  the  position,  in  cases  in  which  that  malady 
involves  the  womb,  that  partial  excision  of  the  organ  should  he 
practised  when  the  disease  is  recent  and  "  localized  in  the  lower 
part  of* the  cervix";  but  that  "if  the  disease  has  already  extended 
so  far  that  the  normal  mobility  of  the  uterus  is  diminished,  the 
mere  excision  of  the  intra-vaginal,  or  even  the  supra-vaginal  por- 
tion of  the  cervix  will  probably  be  quite  inadequate  to  prevent  the 
recurrence  of  the  disease.  Therefore,  the  anticipated  recurrence 
should  be  forestalled  by  excision  of  the  entire  uterus." 

The  foregoing  is  such  a  complete  summary  of  the  fallacious  doc- 
trines of  treatment — all  the  more  dangerous  because  they  contain 
some  truth — that  are  happily  only  occasionally  met  with  nowadays, 
but  that  sometimes  come  with  such  a  stamp  of  authority — as  in  the 
present  instance — that  I  take  the  quotation  as  a  text  for  the  further 
discussion  of  the  important  subject  of  vaginal  hysterectomy.  It 
would  seem  that  such  a  discussion  was  not  needed  in  the  midst  of 
the  voluminous  literature  on  the  subject,  which  has  come  like  an 
avalanche  upon  the  profession  within  the  last  few  years;  but  care- 
ful attention  to  that  literature  will  reveal  the  fact  that  surgical 
treatment  of  cancer  of  the  womb  is  not  yet  fixed  upon  definite  lines. 
It  falls  to  the  experience  of  all  of  us  to  almost  daily  encounter  cases 
of  this  malady  that  have  either  neglected  themselves  or  have  been 

1  Cancer  and  its  Complications.  By  Charles  Egerton  Jennings,  F.R.C.S.,  etc., 
London,  1889. 
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neglected  by  their  physicians,  or  have  been  flatly  advised  by  the 
latter  against  any  operative  interference  whatever.  So  long  as  this 
state  of  affairs  exists  just  so  long  should  writers  continue  to  empha- 
size the  fact  that  caucer  of  the  womb  is  a  disease  capable  of  cure 
by  extirpation.  It  falls  to  the  experience  of  most  of  us,  also,  to 
encounter  vacillating  opinions  among  operators  as  to  the  proper 
course  to  be  pursued  when  these  cases  do  become  applicants  for 
surgical  relief.  So  long  as  this  state  of  affairs  continues,  and  so 
long  as  it  finds  warrant  for  its  continuance  in  expressions  such  as  I 
have  quoted,  just  so  long  should  the  controversy  be  kept  open. 

In  approaching  a  discussion  of  this  question  we  find  just  two 
propositions  which  are  accepted  by  the  profession  as  axiomatic,  viz.: 
(1)  cancer  of  the  womb,  if  not  treated,  is  uniformly  fatal ;  and  (2) 
treatment,  to  be  effective,  must  involve  removal  of  all  the  cancerous 
tissue.  The  pathological  conditions  antecedent  to  these  conclusions 
have  been  held  open  to  debate,  but,  save  Mr.  Buntlin,  I  know  of  no 
reputable  authority  that  today  contends  for  the  primary  constitu- 
tional origin  of  cancer.  The  theory  of  Waldeyer,  as  subsequently 
confirmed  by  Tait,  viz. :  that  cancer  is  always  primarily  of  epithe- 
lial, and  consequently  of  local  origin,  is  accepted  with  practical 
unanimity.  If  we  use  the  word  epithelium  as  the  generic  term 
embracing  endothelium  of  blind  follicles  within  its  meaning,  I 
cannot  discover  that  latter-day  observations  have  in  the  least  dis- 
turbed this  well-demonstrated  doctrine.  If,  now,  cancer  is  thus 
always  primarily  local  in  its  origin,  and  if,  as  has  just  been  declared, 
it  is  uniformly  fatal  if  not  treated,  it  follows  that  the  disease,  essen- 
tially progressive  in  character,  must  advance  either  by  the  continuous 
invasion  of  adjacent  normal  tissue  or  by  migration  of  cell-elements 
either  through  the  lymphatic  or  hemic  circulations.  The  histologi-  * 
cal  arrangement  of  strictly  cancerous  growths  prevents  the  easy 
invasion  of  the  hemic  channels,  and  the  lymphatics,  present  in  the 
uterus  in  large  numbers,  are  generally  so  dormant  in  the  non-gravid 
womb,  that  they  do  not  serve  as  avenues  through  which  metastatic 
changes  are  effected ;  it  follows,  therefore,  that  the  advancement  of 
these  growths  depends  upon  the  progressive  invasion  of  the  normal 
matrix.  This  manifestation  of  malignancy,  in  turn,  depends  upon 
rapid  endogenous  cell-proliferation — a  power  inherent  in  one  as 
well  as  in  many  of  these  constituent  cells;  it  again  follows,  therefore, 
that  an  attempt  at  removal  which  will  leave  a  single  one  of  these 
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cells  will,  by  that  omission,  leave  a  nidus  for  the  invariable  redevel- 
opment of  the  disease.  This  train  of  thought  brings  us  forcibly  to 
the  second  conclusion,  already  announced,  viz. :  that  the  only  way 
to  cure  cancer  effectually  is  to  remove  absolutely  all  its  elements. 

Thus  far  I  feel  that  I  have  encountered  no  serious  dispute,  but 
the  next  question  that  arises  is,  How  are  we  to  make  most  sure  of 
the  removal  of  all  the  disease?  This  brings  me  at  once  to  my 
controversy  with  Dr.  Jennings,  and  with  those  who,  like  him,  affect 
a  course  of  conduct  which  they  choose  to  call  conservative.  I  be- 
lieve in  that  conservatism  which  conserves  human  life,  but  I  do 
not  believe  that  Dr.  Jennings's  conservatism  best  subserves  this 
important  end. 

A  fairly  industrious  research  among  the  most  recent  writers  on 
the  pathology  of  uterine  cancer  confirms  my  own  limited  observa- 
tion that,  cases  of  epithelioma  aside,  malignant  disease  of  this  organ 
has  its  initial  lesion  in  the  endothelium  of  the  submucous  follicles, 
and  that  the  extension  of  the  disease  is  by  the  progressive  invasion 
of  the  submucous  tissues.  This  is  one  of  the  most  important  facts 
to  be  taken  into  consideration  when  we  attempt  to  judge  of  the  ex- 
tent of  the  disease  before  operation  ;  fur  it  will  be  seen  at  a  glance 
that  while  we  may  remove  a  segment  of  the  cervix  by  means  of  the 
scissors,  and  while  we  may  scrape  the  canal  with  the  curette  to 
secure  aberrant  epithelium  for  microscopical  examination,  wre  will 
yet  be  utterly  unable  to  determine  the  farthest  invasion  of  the  dis- 
ease, for  the  reason  that  we  cannot  by  those  means  reach  the  deeper 
tissues  that  are  concerned  in  the  early  metamorphosis.  I  cannot  in 
the  least  agree  with  Dr.  Jennings  that  the  extent  of  the  disease  can 
be  accurately  determined  at  the  time  of  the  operation  of  amputation, 
and  I  doubt  if  he  can  get  those  who  have  had  the  most  to  do  with 
cancerous  uteri  to  agree  with  him  in  this  regard.  Our  most  care- 
ful pathologists  inform  us  that  it  is  extremely  difficult  to  make  out 
the  marginal  lines  between  the  areas  of  cancerous  infection  and 
normal  tissue ;  and  if  it  be  difficult  to  settle  this  important  ques- 
tion by  means  of  powerful  lenses  in  the  leisure  of  the  laboratory, 
how  impossible  must  it  be  to  arrive  at  an  accurate  conclusion  on 
the  same  subject  by  means  of  the  naked  eye  in  the  necessary  hurry 
of  the  operating-room  ?  My  first  objection  to  the  operation  of  high 
amputation,  even  in  cases  of  early  cancer  apparently  localized  in 
the  lower  part  of  the  cervix,  is  that,  in  consequence  of  the  method 
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by  which  the  disease  extends — a  method  recognized  by  Dr.  Jen- 
nings himself — we  cannot  know  that  all  the  diseased  tissue  is  re- 
moved, and  that  the  operation  is,  for  this  reason,  unsurgical. 

Dr.  Jennings,  in  speaking  of  high  amputation  of  the  cervix, 
alludes  to  it  as  an  operation  "which  can  be  performed  without 
opening  the  peritoneal  cavity  and  with  very  slight  risk  to  life."  I 
am  bound  to  admit  that  this  view  is  very  generally  accepted,  but  I 
must,  at  the  same  time,  urge  that  it  is  but  another  instance  of  the 
popularity  of  error  with  the  profession.  That  the  operation  can 
be  done  without  opening  the  peritoneal  cavity  is  conceded,  but  that 
it  is  frequently  not  done  without  opening  the  peritoneum  is  like- 
wise true.  This  fact,  however,  has  no  surgical  significance  one  way 
or  the  other.  That  the  operation  offers  but  "slight  risk  to  life," 
as  compared  with  vaginal  hysterectomy,  is  a  declaration  the  accu- 
racy of  which  I  beg  to  challeuge.  In  doing  so,  I  fully  concur  with 
that  distinguished  English  operator,  Professor  Sinclair,  of  Man- 
chester, who  recently  stated1  "that,  although  vaginal  hysterectomy 
was  called  'major,'  it  was,  perhaps,  less  dangerous  than  some  of  the 
so-called  'minor'  operations";  aud  with  Dr.  Cullingworth,  who, 
on  the  same  occasion,  stated  that,  after  careful  study  of  vaginal 
hysterectomy  in  Germany  and  of  high  amputation  in  England,  he 
had  found  that  the  mortality  of  the  former  was  5  per  cent.,  while 
that  of  the  latter  was  7  per  cent.,  giving  a  difference  of  2  per  cent, 
in  favor  of  the  so-called  "major"  operation.  I  am  not  one  of 
those  who  accept  distinguished  opinions  however  authoritative,  nor 
favorable  statistics  however  accurate  and  conclusive,  unless  the 
question  which  they  apparently  settle  is  susceptible  of  rational 
demonstration.  When  we  remember  the  almost  utter  impossibility 
of  keeping  the  field  of  operation  in  high  amputation  free  from 
subsequent  infection,  even  in  ordinary  cases,  we  realize  one  of  its 
dangers.  One  of  the  two  cases  that  I  have  lost  during  the  last  year 
from  sepsis  was  one  of  high  amputation  of  the  cervix  for  non- 
malignant  conditions,  and  one  in  which  antiseptic  details  were 
carefully  observed.  If,  then,  the  danger  is  so  pronounced  in  non- 
malignant  cases,  how  much  more  marked  must  it  be  in  cases  in 
which  is  to  be  added  to  the  dauger  of  infection  from  decomposing 
secretions  the  greater  dauger  of  contamination  by  cancer  cells,  either 
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from  the  segment  removed  or  from  the  remaining  portions  of  the 
womb.  I  speak  of  this  as  the  greater  clanger,  and  I  feel  warranted 
in  doing  so  by  the  reflection  that  by  the  operation  both  the  systemic 
circulations — hemic  and  lymphatic — are  opened,  and  that  through 
the  portals  thus  opened  the  malignant  elements  may  gain  easy 
access,  thence  to  course  their  mischievous  ways  through 

" — the  natural  gates  and  alleys  of  the  body." 

But  infection,  whether  septic  or  malignant  aside,  in  matter  of 
technique  the  operation  of  high  amputation  is  not  without  its  dif- 
ficulties. The  literature  of  the  operation  is  marred  with  the  record 
of  more  than  one  death  from  uncontrolled  hemorrhage.  The  cer- 
tainty of  hemostasis  is  much  greater,  particularly  with  forci-pres- 
sure,  in  total  extirpation  than  in  high  amputation.  In  one  of  my 
cases  I  found,  after  dividing  the  mucous  membrane  around  the 
cervix,  that  the  carcinomatous  invasion  had  extended  beyond  the 
uterus.  Acting  under  a  mistaken  idea  I  endeavored  to  conclude 
the  operation  by  doing  a  high  amputation,  but  I  was  forced  to 
remove  the  entire  organ  to  bring  the  bleeding  tissues  under  control. 
My  second  objection  to  high  amputation  is,  that  it  is  a  more  diffi- 
cult and  a  more  dangerous  operation  than  vaginal  hysterectomy. 

But  if  it  were  possible  to  know  that  all  the  diseased  tissue  had 
been  removed,  and  if  it  were  true  that  the  operation  were  easy  and 
safe,  I  would  still  be  deterred  from  performing  high  amputation 
for  a  reason  that  I  have  not  seen  mentioned,  but  which  I  now 
earnestly  commend  to  the  attention  of  the  Association  :  It  has 
doubtless  fallen  to  the  Fellows,  as  it  has  frequently  to  me,  to  be 
called  upon  to  dilate  the  stump  of  a  cervix  the  lower  portion  of 
which  has  previously  been  excised  for  the  relief  of  either  dysmen- 
orrhea or  sterility,  or  both.  It  requires  no  histologist  to  determine 
what  many  a  histologist  has  determined,  that  the  contraction  and 
inelasticity  of  the  stump  are  clue  to  the  presence  of  a  small  ring  of 
cicatricial  tissue.  This  ring,  in  magnitude  and  consequent  inelas- 
ticity, is  proportionate  to  the  mutilation  which  it  has  repaired.  As 
the  maximum  of  mutilation  is  realized  in  high  amputation,  it  follows 
that  the  maximum  of  scar  tissue  is  deposited  in  these  cases ;  so 
that,  even  in  instances  of  non-recurrence  of  the  malignant  disease, 
the  base  of  the  remaining  portion  of  the  uterus,  while  pervious,  is 
yet  hard  and  inelastic.    In  other  cases,  in  which  the  disease  has 
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been  simply  repressed  for  a  time,  but  in  which  with  characteristic 
insidiousness  it  has  recurred,  the  uterine  canal  may  remain  patulous. 
In  either  event  pregnancy  is  liable  to  occur.  At  the  recent  meeting 
of  the  American  Medical  Association  this  fact  was  urged  as  a 
reason  for  high  amputation.  It  would  have  been  entirely  easy  for 
the  eloquent  speaker  on  that  occasion,  himself  one  of  the  distin- 
guished operators  of  America,  to  have  availed  himself  of  the  par- 
ticulars of  the  following  case,  which  I  quoted  in  my  rejoinder  to 
his  remarks  at  the  time  : 

Mrs.  H. ,  ast.  thirty-four,  wife  of  a  clergyman;  was  never  robust  and  never 
pregnant ;  was  treated  during  spring  and  summer  of  1888  for  excessive 
menstruation.  In  July  the  bleeding  became  so  great  and  so  persistent  that 
her  physician  examined  her  in  August  and  found  bleeding  nodules  in  the 
cervix.  Treatment  was  of  no  avail,  so  that  in  October  she  was  sent  with  a 
letter  to  Dr.   .  Epithelioma  was  diagnosticated,  and  an  operation  ad- 
vised. The  consultant  came  to  her  home  to  do  vaginal  hysterectomy,  but 
instead  did  high  amputation  on  November  13,  1888.  Present  and  assisting 
were  the  writer  and  three  physicians  of  the  town,  including  the  patient's 
attending  physician. 

Now  right  here  comes  in  a  curious  fact  in  point  of  diagnosis  and  treat- 
ment. Observe  that  this  operation  was  done  November  13th.  In  the  letter 
which  the  patient  carried  to  the  consulting,  now  operating,  gynecologist, 
attention  was  called  to  the  fact  that  somewhere  in  September,  1888,  this 
woman  suddenly  and  unexpectedly,  and  without  regard  to  treatment,  ceased 
to  bleed,  and  asked  if  this  did  not  throw  some  doubt  on  the  diagnosis  of 
cancer.  Thus,  for  a  space  of  at  least  six  or  seven  weeks  a  woman  with  a 
cancer  of  the  cervix  did  not  bleed  until  the  moment  of  operation. 

She  was  instructed  to  visit  the  operator  in  ten  or  eleven  weeks,  which  she 
did.  Not  having  menstruated  or  bled  one  drop  since  the  operation,  the 
question  was  raised,  Could  she  possibly  be  pregnant?  This  proved  to  be  the 
case,  and  she  had  splendid  health  up  to  her  labor,  which  began  on  June  20, 
1889,  under  the  care  of  her  family  physician. 

Palpation  showed  undoubted  uterine  contractions.  Digital  examination 
revealed — a  blank! — no  os,  no  cervix,  nothing,  save  a  thick  mass  of  cicatricial 
tissue  over  the  lower  end  of  the  womb,  and  vertex  presentation.  At  the  end 
of  twenty-four  hours  there  were  still  no  signs  of  an  opening.  The  doctor 
incised  the  point  that  seemed  to  bulge  the  most  for  an  inch  and  a  half ; 
slight  bleeding.  This  was  of  no  avail,  and  after  twelve  hours  he  enlarged 
this  incision.  He  now  had  a  consultation,  and  between  them  they  incised 
several  times  at  the  point  of  this  gristle  that  appeared  to  be  on  the  greatest 
strain.  At  last  they  made  the  passage  large  enough  for  the  head  to  pass. 
Forceps  were  then  applied,  and  labor  completed  June  24,  1889,  at  9.15  A.M. 
The  patient  had  already  had  one  chill,  soon  followed  by  a  temperature  that 
went  to  106°;  she  had  another  immediately  alter  delivery.    Septic  peri- 
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tonitis,  followed  by  death,  June  27,  9  P.  M.  Child  died  long  before — several 
hours^before  delivery. 

From  the  foregoing  graphic  particulars,  which  I  have  from  one  of 
the  most  accomplished  practitioners  in  the  State  of  Indiana,  and 
whose  narrative  I  have  modified  only  by  unimportant  omissions  in 
the  interest  of  brevity,  furnishes  us  with  food  for  reflection.  It 
would  be  possible  to  take  up  the  question  of  diagnosis  of  cancer;  it 
would  he  feasible  to  raise  questions  as  to  the  propriety  of  treatment, 
taking  into  consideration  the  alleged  character  of  the  disease  and 
the  pregnancy  which,  computed  from  the  delivery  at  term,  must 
have  been  of  nearly  seven  weeks'  standing  at  the  time  of  operation  ; 
and  it  would  be  entirely  just  to  enter  the  strongest  possible  protests 
against  the  failure  to  do  a  Cesarean  section  at  the  time  of  delivery. 
I  prefer,  however,  to  pass  all  these  questions  by  for  the  sake  of 
giving  emphasis  to  one  point,  viz.  :  death  occurred  in  this  case  as 
the  result  of  conditions  at  the  base  of  the  uterus,  consequent  upon, 
and  induced  by,  the  operation  of  high  amputation  of  the  cervix. 
If  this  were  an  isolated  case  it  would  have  less  significance. 
Goodell  has  had  occasion  during  last  year  to  do  Cesarean  section 
on  a  woman  with  a  cancerous  cervix,  but  whether  recurrent  after 
high  amputation  or  not  I  am  not  prepared  to  state.  Spencer  Wells, 
Bischolf,  and  Thomas  are  reported  to  have  had  similar  cases.  My 
third  objection,  therefore,  to  supra-vaginal  excision  of  the  cervix  is 
the  fact  that  pregnancy  may  ensue,  and  that  whether  the  disease 
returns  or  not  the  conditions  at  the  outlet  of  the  uterus  are  such 
as  make  delivery  by  abdominal  section  the  safest  means  of  saving 
either  the  mother  or  the  child. 

Dr.  Jennings,  in  the  passages  which  I  have  quoted,  advises  total 
extirpation  in  those  cases  in  which  the  disease  has  "  already  ex- 
tended so  far  that  the  normal  mobility  of  the  uterus  is  diminished." 
This  is  my  most  serious  cause  for  complaint  against  the  distin- 
guished author,  for  it  is  precisely  this  kind  of  advice  that  is  respon- 
sible for  all  of  the  mischief  following  vaginal  hysterectomy  for 
cancer.  The  loss  of  normal  mobility  of  the  uterus  under  these 
circumstances  means  extension  of  the  disease  beyond  that  organ, 
and  when  such  extension  has  taken  place  no  operation  compatible 
with  primary  recovery  can  eradicate  the  mischief.  It  was  the 
failure  to  appreciate  this  latter  fact,  and  the  obstinate  persistence 
of  early  operators  to  subject  all  recent  cases  to  partial  excision  and 
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to  relegate  only  advanced  ones  with  lessened  mobility  to  total  extir- 
pation, that  was  chiefly  to  blame  for  the  bad  statistics  of  the  latter 
operation  in  the  years  now  happily  past.  Recent  successes  by  the 
abdomino-vaginal  method  show  that  the  primary  mortality  of  67.2 
per  cent,  on  a  basis  of  119  cases,  operated  upon  by  that  method 
and  reported,  must  be  attributed  as  much  to  delay  in  undertaking 
the  operation  as  to  any  defect  in  the  technique.  The  statistics  of 
Hoffmeier  and  Schroeder  relative  to  the  ultimate  results  of  the  two 
operations,  on  a  basis  of  136  high  amputations  aud  74  vaginal 
hysterectomies,  showing  43.3  per  cent,  of  the  high  amputations 
well  and  all  the  total  extirpations  dead  after  four  years,  are  abso- 
lutely worthless  for  the  same  reason.  If  Dr.  Jeuuings's  teachings 
are  to  be  taken  as  an  index  of  English  practice  today  we  at  once 
have  the  explanation  of  the  fact  stated  by  Mr.  Lewers,  in  a  recent 
discussion  before  the  Obstetrical  Society  of  London,  that  but  30 
per  cent,  of  his  cases  were  without  recurrence  after  two  years.  In 
my  own  experience,  based  upon  11  cases,  with  but  one  primary 
death,  full  reports  of  which,  with  names  of  attending  physicians, 
will  be  found  in  the  transactions  of  the  Ohio  State  Medical  Society 
for  this  year,  I  have  had  some  occasion  to  study  the  disastrous 
effects  of  delay  in  operating,  but  a  delay  for  which  I  hasten  to 
declare  that  I  was  in  no  instance  responsible.  My  one  strictly 
primary  death  was  in  a  patient  in  whom  the  disease  had  existed 
for  at  least  thirteen  months,  and  who  was  almost  exsanguine  at  the 
time  of  the  operation.  That  which  we  call  cachexia  in  these  cases 
is  really  but  a  form  of  anemia  induced  by  the  frequent  and  per- 
sistent bleeding,  which  lessens  the  powers  of  resistance  and  makes 
the  patients  the  easy  victims  of  surgical  shock.  It  was  from  this 
condition  that  the  patient  to  whom  I  have  just  alluded  died,  although 
the  operation  was  a  short  and  easy  one,  and  the  disease  was  yet 
clearly  limited  to  the  uterus. 

I  have  had  two  cases  in  which  recurrence  took  place  after  total 
extirpation,  and  with  what  appeared  to  be  complete  removal  of 
the  disease.  The  first  of  these,  a  case  of  medullary  cancer  of 
the  endometrium  of  thirteen  months'  standing,  was  operated  upon 
January  11,  1888,  and  was  reported  to  the  Obstetrical  Society  of 
Cincinnati1  the  following  month.    The  condition  of  the  specimen 
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after  the  curetting  preliminary  to  the  operation,  was  such  that  dis- 
tinguished members  of  that  Society  expressed  their  doubts  as  to 
the  existence  of  the  disease,  and  significantly  expressed  the  opinion 
that  the  case  was  one  in  which  the  disease  would  not  recur.  Evi- 
dences of  the  return  of  the  disease  were,  however,  manifest  after 
twenty  months.  She  died  at  Randolph,  Maine,  August  28,  1890, 
having  lived  to  within  about  three  months  of  three  years  after  the 
operation.  I  quote  briefly  from  the  report  of  the  very  thorough 
autopsy  made  by  Drs.  Sawyer  and  Pitt,  August  30th,  and  kindly 
communicated  to  me  by  Dr.  Pitt.  The  examination  was  evidently 
very  carefully  made  and  involved  all  the  abdominal  and  pelvic 
organs.  I  shall,  however,  quote  only  such  portions  as  relate 
directly  to  the  point : 

"  Omentum  fatty ;  a  mass  was  found  projecting  three-fourths  of 
an  inch,  one-fourth  of  an  inch  in  diameter,  white,  translucent,  like 
jelly  but  harder  in  consistence.  Another  was  a  small  red  mass 
like  a  polyp,  the  size  of  a  filbert.  There  were  also  calcareous 
patches. 

"Bowels  were  thickened  irregularly  throughout,  in  many  places 
three  times  their  normal  thickness.  No  ulcerations,  but  the  whole 
mucous  membrane  so  congested  that  the  blood  seemed  exuding 
from  the  whole  surface.  The  cecum  was  adherent  to  a  mass  in  the 
right  iliac  region,  to  which  was  also  adherent  the  right  broad  liga- 
ment. There  did  not  seem  to  be  any  ovary  there,  nor  did  it  appear 
to  have  been  removed,  so  must  have  degenerated.  [Neither  ovary 
was  removed  at  the  operation. — Reed.]  The  whole  mass  was 
hardened  and  attached  to  the  deeper  tissue  covering  a  space  of  three 
and  a  half  by  two  inches.  The  inner  surface  of  the  cecum  was 
normal,  but  in  place  of  the  appendix  ceci  was  a  hole  from  which 
depended  a  mass  of  red  granulations  through  the  opening  between 
the  vagina  and  peritoneal  cavity.  This  opening  into  the  vagina 
was  perfectly  healed  and  smooth,  with  no  granulations  upon  it, 
and  formed  a  ring  three-quarters  of  an  inch  in  diameter.  The 
mass  of  granulations  projecting  through  this  ring  was  the  size  of  a 
small  egg,  dark-red  in  color,  soft  and  friable,  with  so  little  con- 
nective tissue  that  it  broke  down  at  touch  into  a  bloody  mass." 

Aside  from  a  perforation  of  the  colon  at  its  juncture  with  the 
sigmoid  flexure,  a  pus  cavity  in  the  right  kidney,  which  was  atro- 
phied, and  a  calcareous  left  ovary,  no  other  essential  pathological 
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conditions  are  recorded  in  this  model  report,  from  the  pen  of  Dr. 
Pitt.  Specimens  of  the  granular  tissue  were  preserved,  but  I 
have  not  as  yet  had  the  opportunity  of  seeing  them.  They  will 
be  subjected  to  microscopical  examination  and  a  report  will  be 
added  as  an  appendix  to  this  paper.  From  the  macroscopic 
appearances  so  graphically  recorded,  there  can  be  no  doubt  that 
the  case  was  one  of  "  secondary  medullary  cancer  of  the  perito- 
neum/' a  condition  recently  described  by  Mr.  Fenwick,  in  his 
Clinical  Lectures  on  Obscure  Diseases  of  the  Abdomen  (London, 
1889).  This  probability  is  increased  by  the  statement  of  Mr.  Fen- 
wick, that  80  per  cent,  of  the  cases  observed  by  him  followed 
primary  manifestations  in  either  the  uterus  or  its  appendages,  the 
-kidneys,  or  the  bones. 

My  second  case  of  recurrence  was  carcinomatous  in  character, 
and  had  been  observed  to  exist  for  seven  months,  although  the 
history  of  menorrhagia  verging  into  metrorrhagia  exteuded  nearly 
a  year  further  back.  The  disease  in  this  instance  recurred  at  the 
site  of  removal,  although  the  patient  had  an  interval  of  good 
health  for  six  months.  In  another  case  of  nine  months'  standing, 
the  disease  was  found  to  have  invaded  the  broad  ligaments  at  the 
time  of  operation.  Of  my  eleven  cases,  the  average  previous  dura- 
tion of  the  disease  was  about  eight  mouths.  Of  those  now  living 
and  well,  the  average  previous  duration  was  but  a  fraction  over 
five  months.  One  is  now  living  within  two  months  of  three  years 
after  the  operation,  another  after  two  years  and  five  months,  while 
the  most  recent  case  is  of  six  months'  standing. 

The  progressive  advancement  of  this  operation  during  the  last 
ten  years  is  a  source  of  gratification  to  its  friends.  The  various 
collections  of  cases  indicate  a  diminishing  primary  mortality  : 


Tear. 

Name. 

Cases. 

Mortality. 

1881 

Olshausen 

40 

29  per  cent. 

1884 

Engstroem 

157 

29  " 

1883 

Sanger 

133 

26.6  " 

1886 

Hegar  and  Kaltenbach 

257 

23  " 

1890 

Martin  (F.  H.) 

134  (American)  14  '; 

When  it  is  remembered  that  these  are  collective  statistics,  and 
represent  the  early  experience  of  many  operators,  they  will  be  con- 
strued as  vastly  more  favorable  than  they  seem.  The  recent 
record  of  individual  operators  is  very  satisfactory.    The  best  so  far 
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achieved,  I  believe,  is  by  Kaltenbaeh,  who,  at  the  recent  Hegar 
celebration,  reported  62  consecutive  cases  with  but  2  deaths,  giving 
a  mortality  of  but  3.2  per  cent.  We  shall  realize  precisely  the 
same  results  when  our  experience  grows,  and  when  the  general 
profession — into  whose  hands  these  cases  first  come — realize  that  it 
is  their  duty  to  make  an  early  diagnosis  and  act  upon  the  clearly- 
established  principle  that  every  woman  who  has  cancer  of  the 
uterus,  and  in  whom  the  disease  has  not  lessened  the  mobility  of 
the  organ,  should  be  subjected  to  the  operation  of  vaginal  hysterec- 
tomy. 

I  believe  these  considerations  justify  me  in  the  statement  that 
the  delay  which  is  called  conservatism,  and  which  is  practically 
advised  in  the  paragraph  which  I  have  quoted  from  Dr.  Jeunings, 
is  radically  wrong.  The  prospect  of  improving  this  operation 
must  come  by  subjecting  early  cases  to  total  extirpation,  and  in 
declining  any  operation  whatever  to  those  in  which  the  disease  has 
gone  beyond  the  uterus.  It  is  out  of  the  question  to  restore  to 
health  that  woman  whose  womb  has  lost  its  normal  mobility  by  the 
advancement  of  cancerous  disease.  As  well  might  one  try  to  make 
a  vigorous  mau  out  of  the  charred  remains  of  the  victim  of  electro- 
cution, or  to  reconstruct  a  breathing  Cleopatra  out  of  a  shrivelled 
mummy  from  the  catacombs  of  Egypt. 


DISCUSSION. 

Dk.  Joseph  Hoffman,  of  Philadelphia. — I  wish  to  give  just  a  few 
points  in  reference  to  the  matter  of  statistics.  Those  of  Leopold  prob- 
ably are,  all  things  considered,  the  best:  out  of  110  cases  of  his  the 
mortality  was  only  5.55.  Out  of  80  operations  for  removal  of  cancer- 
ous uterus,  there  were  only  4  deaths,  and  2  of  these  were  due  :  one  to  a 
blunder  in  introducing  a  suture  through  the  rectum,  and  the  other 
was  a  case  in  which  there  was  found  so  much  infiltration  that  the 
mass  could  not  be  removed,  and  the  patient  died  from  sepsis.  Con- 
sequently the  mortality  out  of  80  comes  down  to  2,  or  2.1  per  cent. 
The  mortality  thus  is  reduced  in  vaginal  hysterectomy  to  a  figure 
which  must  be  considered  very  small.  The  question  of  drainage  does 
not  enter  here.  The  drainage  must  be  perfect  or  the  patient  could 
not  recover.   Th^re  is  one  thing  to  be  considered  so  far  as  the  removal 
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of  the  cancerous  uterus  is  concerned  ;  to  wit,  the  degree  of  fixation  at 
which  we  must  say  operation  is  not  to  be  advised.  This  is  more  diffi- 
cult because  the  infiltration  is  not  always  due  to  the  cancer,  and  hence 
the  question  assumes  vast  diagnostic  and  prognostic  importance. 

Dr.  Florian  Krug,  of  New  York. — I  came  prepared  to  discuss 
this  subject,  but  find  there  is  very  little  left  to  say.  I  must,  however, 
congratulate  Dr.  Reed  on  the  way  he  has  expressed  his  views  on  the 
subject.  I  can  endorse  almost  every  word  he  has  said.  To  my  mind 
there  is  absolutely  noplace  for  high  amputation  in  cancer  of  the  womb. 
As  compared  with  vaginal  hysterectomy,  it  is  more  unreliable,  more 
difficult,  and  more  dangerous.  More  unreliable,  because  only  part  of 
the  organ,  Avhich  is  the  seat  of  a  malignant  growth,  is  removed  and 
carcinomatous  tissue  may  be  left,  whereas,  by  vaginal  hysterectomy, 
everything  is  removed.  As  it  is  absolutely  impossible  to  determine 
the  extent  of  the  disease  before  or  even  during  the  operation,  I  do  not 
think  we  are  allowed  to  go  on,  and  do  so  imperfect  and  unreliable  an 
operation  as  high  amputation.  I  could  show  you  a  specimen  from  my 
experience  where  there  appeared  to  be  only  an  epithelioma  of  the 
cervix.  The  uterus  was  perfectly  movable.  After  I  had  removed  it 
per  vaginam,  on  cutting  it  open  I  found  a  distinct  nidus  or  carcinoma 
near  the  fundus.  What  high  amputation  would  have  done,  or,  rather, 
would  not  have  done,  for  that  patient  is  very  clear  to  me.  My  second 
point  is,  that  high  amputation  is  more  difficult  than  vaginal  hysterec- 
tomy. I  mean  high  amputation  done  in  the  proper  way,  where  you 
go  beyond  the  internal  os,  and  where  you  are  likely  to  open  the  peri- 
toneal cavity.  It  is  more  difficult  to  control  the  hemorrhage  in  high 
amputation,  and,  as  far  as  the  time  consumed  is  concerned,  I  think 
vaginal  hysterectomy,  provided  the  disease  is  limited  to  the  uterus,  can 
be  done  in  a  shorter  time  than  high  amputation.  I  myself  have  been 
able  to  complete  the  operation  in  fifteen  minutes,  using  ligatures  exclu- 
sively. One  patient  was  sixty-seven  years  old,  and  as  her  urine  con- 
tained five  per  cent,  sugar,  a  short  duration  of  the  narcosis  seemed  to 
be  an  important  factor.  As  far  as  the  danger  is  concerned,  I  am  con- 
vinced by  my  own  experience  and  the  statistics  of  others,  that  vaginal 
hysterectomy  involves  less  risk  for  the  patient  than  high  amputation, 
if  done  properly.  The  statistics  certainly  show  that  the  mortality 
from  vaginal  hysterectomy  done  by  the  hands  of  experts  in  suitable 
cases,  has  been  narrowed  down  to  about  five  per  cent.  One  point  I 
would  like  to  lay  particular  stress  upon,  viz.,  we  have  to  impress  the 
mind  of  the  family  physician  not  to  lose  valuable  time,  as  is  so  often 
done.    To  every  case  that  comes  under  my  observation  which  I  find 
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suitable  for  vaginal  hysterectomy,  I  can  state  ten  or  twelve  cases  where 
it  has  been  allowed  to  go  on  beyond  the  limit  of  operative  interference. 

Dr.  Joseph  Price,  of  Philadelphia. — In  the  last  decade  uterine 
cancer  has  become  very  common ;  exceedingly  so.  Since  Emmet 
devised  his  cervical  operation  for  the  closure  of  laceration  of  the  cervix 
it  has  become  exceedingly  common.  Baker,  of  Boston,  I  think,  con- 
ceived the  high  amputation,  and  reported  a  large  number  of  cases  of 
cancer.  His  results  are,  in  the  main,  the  best  on  record ;  but  there 
lingers  about  those  cases  considerable  doubt  in  my  mind  as  to  the 
accuracy  of  diagnosis,  as  lingers  about  the  records  of  the  German  high 
numbers.  The  Germans  are  commonly  correct  in  their  statistics; 
decidedly  so.  The  English  statistics  are  notoriously  incorrect  in  every- 
thing. Bantock  says  he  never  selects  his  cases — never  picks  them. 
We  want  no  better  demonstration  of  this  fact  than  the  absence  of 
cancer  in  90  cases  of  ovariotomy  done  at  the  Samaritan  Hospital.  I 
see  a  large  number  of  cases  of  cancer  of  the  cervix,  and  it  is  altogether 
exceptional  to  find  one  with  that  normal  uterine  mobility  Dr.  Reed 
calls  our  attention  to  ;  perhaps  only  two  or  three  in  a  year's  experience. 
The  invasion,  in  about  all  of  them,  is  beyond  the  uterus  before  I  see 
them,  and  sometimes  quite  general.  It  has  been  my  experience  in  a 
vast  number  of  these  cases  that  the  malignancy  has  occurred  in  deep 
tears  in  the  vaginal  vault.  I  usually  find  a  malignancy  on  one  side 
or  both  with  the  invasion  of  the  whole  vaginal  vault,  and  the  nidus  if 
deep-seated  in  the  uterus  exists  elsewhere.  I  have  never  failed  to  find 
other  cancer  colonies  in  other  organs  in  a  post-mortem  following  death 
from  cancer.  The  most  trying  feature  of  this  whole  subject  is  the  hor- 
rifying death  from  recurrence.  If  you  still  study  the  conditions  care- 
fully, death  from  exhaustion  and  hemorrhage,  by  the  palliative  treat- 
ment alone,  is  distressing,  but,  Mr.  President,  it  has  none  of  the  horrors 
whatever,  of  the  deaths  due  to  return  after  extirpation  of  the  uterus 
from  recurrence  in  rectum  and  bladder.  So  shocked  was  I  some  few 
years  ago  by  an  experience  in  my  own  work — complete  extirpation 
and  return  eighteen  months  later,  in  the  case  of  a  physician's  wife — 
that  it  called  a  halt  in  my  own  work. 

Dr.  G.  E.  Shoemaker,  of  Philadelphia. — I  think  in  discussing  this 
subject  we  are  often  blinded  by  looking  at  the  immediate  mortality 
and  forgetting  the  ultimate  results.  We  forget  the  fact  that  if  a 
patient  is  left  alone  she  will  live  on  an  average  two  years.  I  think 
HofFmeier's  statistics  have  not  yet  been  properly  met.  It  has  been  my 
experience  to  see  many  cases  of  cancer,  especially  in  late  stages,  in  one 
of  the  institutions  of  this  city.    I  am  'more  and  more  convinced  that 
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total  extirpation  of  the  uterus  is  not  the  best  thing  to  be  done  with  the 
idea  of  securing  permanent  immunity,  although  it  is  a  more  brilliant 
operation  than  the  high  amputation  and  the  use  of  the  cautery. 

Dr.  William  Wotkyns  Seymour,  of  Troy. — I  wish  to  make  one 
remark  with  regard  to  German  statistics.  It  is  the  custom  in  Martin's 
clinic  to  examine  every  uterus,  ovary,  and  tube  that  is  removed.  If 
there  is  any  truth  in  the  modern  teachings  of  pathological  histology, 
their  diagnoses  are  correct.  I  have  seen  a  good  deal  of  August  Mar- 
tin's work,  and  I  think  it  is  utterly  impossible  that  he  should  pervert 
his  record.  In  English  records  they  are  not  so  careful  to  make  these 
examinations. 

Dr.  Rufus  B.  Hall,  of  Cincinnati.— It  has  been  truly  said  that  it 
is  the  ultimate  results  of  these  operations  we  want,  for  it  is  this  fact 
that  must  settle  which  bperation  is  to  be  advised,  or  whether  no  oper- 
ation is  to  be  advised  in  this  disease.  I  am  a  firm  advocate  either  of 
total  extirpation  of  the  cancerous  uterus  or  of  no  operation  at  all,  and 
upon  this  I  want  to  put  myself  on  record,  so  there  can  be  no  mistake 
as  to  which  operation  I  favor.  It  has  been  quoted  by  one  or  two  of 
the  speakers  that  in  high  amputation  the  ultimate  results  were  better 
than  a  total  extirpation.  That  I  cannot  concede  ;  for  the  facts  do  not 
sustain  such  a  statement.  I  have  here  statistics  of  105  high  amputa- 
tions of  the  cervix,  recently  compiled  by  Landers.  At  the  end  of  the 
first  year  45  remained  unaffected.  At  the  end  of  two  years  and  a  half 
27.  At  the  end  of  three  years  and  a  half  17.  At  the  end  of  four 
years  7.  At  the  end  of  seven  years  not  one.  If  high  amputation  gives 
usno  better  protection  than  that,  and,  as  has  been  said,  these  cases  live 
about  two  years  without  operation,  and  high  amputation  is  fully  as 
dangerous  a  procedure  as  total  extirpation,  it  is  an  argument  in  favor 
of  total  extirpation,  or  no  operation  ;  for  certainly  total  extirpation 
gives  us  better  results  than  high  amputation  can  afford. 

Dr.  Reed  (closing  the  discussion). — In  view  of  the  well-known 
division  of  opinion  with  intensity  of  conviction  on  both  sides  of  this 
subject,  I  feel  that  I  am  escaping  very  well  to-day.  I  take  the  dis- 
cussion that  has  just  been  had  as  an  evidence  that  the  preponderance 
of  opinion  in  this  learned  Association  is  on  the  side  of  total  extirpa- 
tion— and  that  early — in  these  cases.  I  think  that  what  has  been  erro- 
neously called  conservatism  has  to-day  received  a  shock.  I  desire  to 
thank  Dr.  Price  for  his  excellent  remarks,  for,  although  he  has  spoken 
rather  on  the  other  side  of  the  question,  he  has  furnished  me  with  one 
of  the  strongest  points  of  testimony  for  which  I  have  been  seeking. 
He  sees,  perhaps,  as  large  a  number  of  gynecological  cases  as  any  man 
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in  America,  comes  into  this  presence  and  states,  first,  that  it  is  the 
rarest  possible  thing  for  him  to  receive  a  case  in  which  cancer  involves 
any  part  of  the  uterus  whatever  in  which  that  organ  is  not  already 
fixed ;  and  second,  that,  as  is  natural,  it  is  the  rarest  possible  thing  for 
him  to  do  hysterectomy.  His  practice  entirely  conforms  to  the  teach- 
ings for  which  I  have  been  contending,  and  shows  two  things,  namely, 
first,  that  he  is  a  sagacious  surgeon  ;  and  secondly,  that  he  has  not 
gotten  his  supporters  in  the  profession  educated  up  to  an  appreciation 
of  the  importance  of  early  diagnosis  and  early  operation  in  these  cases. 
I  am  surprised,  however,  to  hear  Dr.  Price  state  that  in  cases  of  cancer 
of  the  uterus  the  lymphatics  are  about  as  active  as  they  are  in  puer- 
peral fever. 


PUERPERAL  FEVER. 


By  WILLIAM  H.  MYERS,  M.D., 

PORT  WAYNE. 


In  1870,  Dr.  Matthews  Duucan  declared  that  not  fewer  than  1 
in  every  120  women  delivered  at  or  near  the  fall  time  die  within 
the  four  weeks  of  childbed.  At  present  it  is  estimated  that  1 
woman  in  129  dies  in  childbed  in  England.  This  mortality  is  due 
largely  to  puerperal  fever,  and  its  dissemination  by  personal  contact 
may  be  considered  as  one  of  the  chief  sources  of  danger. 

The  element  of  contagion  was  slowly  evolved  in  the  year  1795. 
Dr.  Alexander  Gordon,  during  an  outbreak  at  the  above-named 
period,  wrote  :  "  It  is  a  disagreeable  declaration  for  me  to  mention 
that  I  myself  was  the  means  of  carrying  the  infection  to  a  great 
number  of  women." 

During  the  year  1830,  at  Manchester,  and  in  Edinburgh,  new 
facts  were  presented  in  support  of  contagion. 

In  1846,  Ignatius  Semmelweis  was  appointed  Assistant  to  Pro- 
fessor Klein,  in  the  General  Hospital  of  Vienna.  At  that  time  the 
mortality  arose  to  70  per  1000.  After  careful  investigation,  he 
declared  "  that  every  case  of  puerpex-al  fever  was  to  be  regarded  as 
an  absorption  fever  " — a  traumatism.  This  enunciation  was  fol- 
lowed by  the  usual  authoritative  persecution,  and  so  persistent  was 
it  that  his  genius  was  overshadowed,  and  his  mind  at  last  gave  way 
to  the  bitter  opposition. 

Now,  the  average  duration  of  authority  is  growing  less  every 
year,  especially  if  resting  upon  the  mere  dicta  of  the  professor; 
but  we  have  this  to  say  of  the  medical  men  of  Germany  who  were 
persecuting  him — at  that  very  time  they  were  manufacturing  puer- 
peral fever  on  a  large  scale. 

It  was  at  this  period  that  J.  Y.  Simpson's  time-honored  com- 
parison of  the  post-partum  uterus  to  a  stump  after  amputation  was 
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shown.  It  was  stated  that  the  morbid  lesions  they  left  behind 
them,  and  also  the  anatomical  condition  of  the  patient,  were  practi- 
cally the  same  in  both. 

Is  it  true?  Can  we  trace  analogy?  One  is  a  physiological,  the 
other  a  pathological,  condition. 

In  my  student-days  in  this  city  annually  this  was  presented.  I 
fancied  I  could  see  the  analogy  then,  but  I  was  the  Polonius,  and 
the  professor  Hamlet,  and  he  could  make  me  believe  that  clouds 
look  very  like  a  whale :  not  so  now. 

While  Semmelweis  pointed  out  the  dangers  of  the  dissecting- 
room,  and  J.  Y.  Simpson  showed  the  relation  of  the  stump-like 
surface  of  the  post-partum  uterus,  they  had  no  principle  to  guide 
them,  and  their  announcements  made  no  profound  impression ;  and 
it  was  only  after  the  discovery  of  Pasteur,  and  the  real  causation 
was  demonstrated,  furnishing  us  a  principle  to  guide  us  in  the 
proper  use  of  septic  and  antiseptic  treatment,  when  indicated,  that 
the  mortality  was  greatly  reduced. 

Following  the  declaration  of  Pasteur  in  1857,  that  lactic-acid 
ferment  depended  upon  the  presence  of  bacteria,  was  the  investiga- 
tion of  the  relation  of  bacteria  in  infected  diseases,  in  1869. 

Puerperal  fever  was  investigated  by  Feltz  and  Coze,  and  they 
discovered  bacteria  in  pus  from  serous  cavities  ;  these  investigations 
have  been  continued,  and  the  active  part  played  by  them  has  now 
cleared  up  the  whole  subject. 

With  the  discovery  of  bacteria  came  a  new  phase  ;  definitions  were 
formulated  with  tempestuous  haste.  Sir  Spencer  Wells,  in  1875, 
proposed  for  discussion  the  following  question  for  the  Loudon 
Obstetrical  Society :  "  Is  there  any  form  of  continued  fever  com- 
municated by  contagion  or  infection,  and  occurring  in  connection 
with  childbirth,  which  is  distinctly  caused  by  a  special  morbid 
poison,  and  as  definite  in  its  progress  and  the  local  lesions  associated 
with  it  as  typhus,  typhoid,  scarlet-fever,  measles,  or  smallpox?" 
The  replies  to  the  question  were  negative.  The  one  notable 
exception  was  our  countryman,  Dr.  Fordyce  Barker,  who  claimed 
for  it  a  zymotic  origin. 

Billings  believes  it  to  be  autogenetic  when  due  to  septic  matters 
produced  in  the  body  of  the  patient,  and  heterogenetic  when  due 
to  organisms  introduced  from  without,  in  the  form  of  pyogenic 
bacteria. 
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The  attempt  to  define  the  lesions  disclosed  by  pathology  under 
one  head  as  puerperal  fever,  when  but  one  element  in  common  has 
been  established — the  reception  of  a  poison  without  a  uniform 
pathology — led  the  Royal  College  of  Physicians  of  London  to 
adopt  the  following 

Classification. 

Puerperal  peritonitis.  Puerperal  pyemia. 

Puerperal  septicemia.  Puerperal  cellulitis. 

Thus  they  designated  the  disease  as  peritonitis,  pyemia,  septi- 
cemia, and  cellulitis  as  one  or  more  of  the  symptoms  predominated, 
hence  enabling  the  treatment  to  assume  a  definite  form. 

Thus,  if  called  upon  to  treat  a  case  of  puerperal  peritonitis,  the 
most  frequent  variety,  we  have  rigors,  rise  of  temperature  accom- 
panied by  acute  abdomiual  pain,  followed  by  distention  of  the 
abdomen,  vomiting,  with  the  pulse  small,  rapid,  and  feeble. 

We  seek  the  cause  of  infection  from  septic  material  perhaps 
insensibly  brought  by  the  attendants  ;  as  puerperal  pyemia  the  fever 
takes  an  acuminated  form,  for  after  the  temperature  reaches  the 
highest  point  it  begins  immediately  to  fall  again.  This  sudden 
turning  back  of  temperature  after  reaching  the  maximal  point,  and 
the  rapid  downfall  recurring  several  times  in  twenty- four  hours,  is 
the  most  marked  feature. 

Thomas  thus  alludes  to  this  fluctuation  :  "  In  the  morning  the 
temperature  would  be  found  at  102°,  in  the  evening  of  the  same 
day  106° ;  the  thermometric  evidence  is  the  most  valuable  we  have 
in  every  respect ;  it  is  the  most  serviceable,  and  certainly  wonderful." 
Pyemia  is  a  process  which  has  a  beginning  and  a  terminatiou  of  a 
definite  kind,  a  centre  of  origin,  lines  of  diffusion,  and  secondary 
results.  It  originates  by  the  introduction  into  the  living  tissues, 
and  eventually  into  the  blood,  of  a  poison  which  is  itself  a  product 
of  inflammation,  and  the  metastatic  abscesses  are  characterized  by 
the  presence  of  bacteria. 

Before  discussing  the  treatment,  I  desire  to  allude  to  a  contro- 
versy not  yet  ended.  I  refer  to  the  terms  used  by  writers  upon  the 
subject  we  are  considering — i.  e.,  autogenetic  and  heterogenetic. 
The  Germans  reject  the  term  autogenetic  because  they  believe  it 
used  to  represent  spontaneous  infection.    It  is  not  "  so  nominated 
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in  the  bond."  The  English  physicians  and  authors  mean  by  it  that 
these  cases  in  which  microbes  are  those  germs  floating,  living  par- 
ticles in  the  air,  ready  to  spring  into  action  whenever  they  may 
light  upon  a  congenial  soil,  and  in  which  the  essential  causation  is 
the  nidus  being  provided  for  them  to  multiply  in,  in  the  shape  of 
some  bruised  or  decomposed  tissue,  or  in  some  solids  or  secretions 
too  long  retained  in  the  genital  canal.  These  terms  are  retained 
for  the  reason  that  it  is  impossible  clinically  to  recognize  each  dis- 
ease according  to  the  bacteria  which  produces  it. 

Heterogenetic  puerperal  fever  is  caused  by  septic  bacteria — a 
living  self-multiplying  poison  in  the  system  which  must  run  its 
course.  The  former  require  oxygen  for  their  growth,  and  are  not 
capable  of  multiplying  in  living  tissue,  while  the  pathogenic  germs 
multiply  and  flourish  without  oxygen. 

Consider  carefully  the  preceding  statement,  and  I  will  leave  you 
to  judge  if  the  following  quotation  is  correct:  "To  admit  the  exist- 
ence of  spontaneous  infection  is  to  take  a  long  step  backward."  An 
exclamation  from  Fritsch,  with  touching  dignity  and  sincerity. 
The  idea  of  spontaneity  is  now  not  entertained. 

The  German  Idea. 

With  passionate  eloquence  Parvin  exclaims :  "  The  doctrine  of 
autogenesis  is  a  confession  of  ignorance,  the  creed  of  fatalism,  the 
cry  of  despair." 

Following  the  view  I  have  presented,  can  you  be  a  believer  in 
autogenesis  as  interpreted  and  following  the  theory  and  clinical 
teaching  of  Kaltenbach,  that  the  danger  of  retention  of  membranes 
does  not  arise  so  much  from  the  pieces  of  the  membranes  or  clots 
which  are  left  behind  in  the  uterus,  but  rather  the  admixture  of 
bacteria  with  these  elements? 

Bacteria  do  not  exist  within  the  uterine  cavity,  but  naturally 
exist  in  the  vaginal  canal  and  cervix. 

The  internal  os  appears  to  be  the  line  of  demarcation  between 
the  segments  of  the  genital  canal  which  naturally  contain  and  those 
which  do  not  contain  bacteria. 

What,  then,  ought  the  line  of  practice  to  be  to  prevent  infection  ? 
Not  to  allow  the  access  of  germs  to  portions  of  membranes  in  the 
internal  cavity,  and  portions  engaged  in  the  cervix  to  be  carefully 
removed. 
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And  while  the  treatment  is  precisely  the  same  to  prevent  in 
either  case  the  access  of  germs,  I  am  aware  that  in  my  statement 
here  of  the  creed  of  fatalism,  I  will  be  considered  helplessly  dense. 

One  important  factor  is  entirely  lost  sight  of  in  their  enthusiastic 
support  of  one  idea,  viz.,  the  condition  of  the  patient,  and  it  has  a 
leading  r6le  in  the  development  of  septic  poison ;  the  nearer  the 
patient's  health  approaches  the  normal  standard  the  less  need  of 
antiseptics.  I  contend  that  this  factor  has  not  been  sufficiently 
insisted  upon.  The  greater  the  resisting  power  of  the  tissues  the 
less  favorable  are  the  media  for  the  growth  and  development  of 
microorganisms. 

Sir  Joseph  Lister,  at  Berlin,  said  in  his  address,  "  That  it  had 
long  been  very  evident  that  the  living  tissues  exerted  a  potent  in- 
fluence in  checking  bacterial  development,  and  that  the  inflammation 
excited  by  the  microbe  becomes  through  the  medium  of  leucocytes 
the  cause  of  its  destruction." 

In  the  address  delivered  by  Prof.  Bouchard,  of  Paris,  before  the 
International  Congress,  upon  "Infection  and  Immunity,"  occurs 
the  following :  "  That  the  means  of  defence  of  the  body  against 
the  attacks  of  bacteria  were  the  phagocytes  and  the  bactericide 
condition  of  the  body,  juices,  or  solid  organs." 

By  the  term  "  bactericide  condition "  the  lecturer  meant  the 
chemical  property  of  the  normal  healthy  blood,  which  rendered  it 
unsuitable  as  a  medium  for  the  existence  of  the  bacteria. 

Let  me  now  direct  your  attention  to  puerperal  pyemia,  and  the 
evidence  that  any  morally  as  well  as  physically  depressing  cause  is 
discovered  to  cooperate  in  the  same  way.  Dr.  Newman,  in  dis- 
cussing puerperal  pyemia,  uses  the  following  language  in  speaking 
of  the  predisposing  causes  above  referred  to :  "  These  do  unques- 
tionably seem  to  me  to  play  a  material  part,  at  all  events,  in  pre- 
disposing the  system  to  the  virulent  development  of  these  poisons, 
however  they  happen  to  be  introduced." 

Hicks  says :  "  There  is  another  point  which  cannot  be  left  out 
of  consideration,  viz.,  that  violent  mental  emotions  also  are  followed 
by  symptoms  precisely  similar  to  those  which  followed  zymotic 
influences  or  the  existence  of  putrid  discharges." 

The  puerperal  condition  itself  may  be  considered  as  a  predispos- 
ing cause,  and  is  so  referred  to  by  the  ablest  writers. 
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If  we  look  at  what  a  lyiug-in  woman  is,  we  see  there  is  a  pecu- 
liar constitution  ready  to  receive  poison  and  ready  for  those  poisons 
to  ferment,  and  so  on  to  a  disastrous  issue. 

Richardson,  in  speaking  of  this  condition  of  the  woman  after 
delivery,  says  that  she  is  in  a  nervous  condition,  supplying  from 
her  own  potential  energy  the  movements  of  the  fetus.  Then  there 
are  cases  where  there  has  been  some  local  injury,  exposure  of  cellu- 
lar tissue,  the  rupture  or  exposure  of  a  vein,  the  formation  of  a 
modified  secretion,  the  absorption  of  that,  and  death  from  what  Mr. 
Hutchinson  correctly  calls  poisoning  immediately  from  the  patient 
herself. 

Graily  Hewitt  thus  graphically  describes  the  condition  of  a 
woman  immediately  after  parturition,  as  a  predisposing  cause  of 
pyemia:  "The  woman  has  a  large  bleeding,  for  instance,  at  the 
time  of  childbirth ;  the  contractile  power  of  the  uterus  fails  to  a 
certain  extent,  the  expulsion  of  the  debris  ceases,  and  it  is  taken  up 
into  the  circulation,  and  I  explain  in  this  way  these  cases  in  which 
the  scarlet-fever  poison  and  other  fever  poisons  apparently  produce 
disease.  They  destroy  the  vitality  of  the  patient  to  a  certain 
extent ;  they  take  away  the  safeguard  ;  they  abolish  the  contraction 
of  the  uterus  and  they  produce  paralysis  of  the  organ  for  the  time 
being,  and  the  pyemic  process  immediately  takes  possession  of  the 
uterine  sinuses." 

Let  me  here  direct  your  attention  to  the  fact  that  these  cases  are 
often  autogeuetic ;  that  the  woman  is  herself  the  factor,  and  subse- 
quently the  recipient  of  the  poison  generated  "  in  utero"  which  is 
received  into  the  lymphatics,  the  veins,  the  peritoneum,  and  into  the 
body  generally.  In  this  morbid  uterine  condition,  usually  the 
result  of  hemorrhage,  followed  by  a  loss  of  vitality  and  contractile 
power,  I  would  grasp  the  soft,  spongy,  uncontracted  uterus  with  my 
hands,  compress  it,  thereby  expelling  clots ;  afterward  wash  out 
putrid  or  putrescent  discharges  of  the  womb  and  vagina,  by  means 
of  Higginson's  syringe,  Condy's  fluid  and  warm  water  with  carbolic 
acid,  until  the  lochia  became  inodorous ;  this  operation  I  would 
repeat  every  two  hours  if  the  temperature  should  reach  102°  Fahr. 

Now  let  us  pause  here  a  moment.  For,  in  every  professional 
life  in  medicine,  there  are  times  and  events  well  calculated  to  make 
us  pause  and  sometimes  review  the  line  of  treatment  suggested  by 
even  the  most  advanced  therapeutists  and  clinicians ;  and  we  are 
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often  compelled  to  express  strong  doubts  amid  disappointments. 
These  mental  states  are  thrust  upon  us,  and  we  reconsider  carefully 
the  factors  thus  profoundly  impressing  us,  either  by  disaster  or 
unexpected  recovery. 

General  Treatment. — Large  doses  of  quinine,  ten  or  fifteen  grains 
every  six  hours,  beef  essence  and  stimulants  iu  large  quantities, 
iodoform  internally,  as  recommended  by  Prof.  Maggioli,  of  Rome, 
frequent  ablutions  and  speedy  removal  of  all  sources  of  infection, 
complete  ventilation,  and  the  free  use  of  carbolic  acid. 

Special  Treatment. — As  all  possible  sources  of  the  poison  should 
be  removed,  and  where  these  consist  of  decomposing  retained  sub- 
stances within  the  uterus  or  vaginal  canal,  it  would  be  natural  to 
suppose  that  intra-uterine  injections  would  suggest  themselves,  and 
brilliant  results  are  reported  as  having  followed  this  special  line  of 
treatment.  Renewal  of  the  infection  is  thereby  often  rendered 
impossible,  and  if  the  case  be  one  complicated  by  retention  of  clots 
or  portions  of  an  adherent  placenta,  this  treatment  is  said  to  be 
especially  serviceable. 

Schonlein  directs  that  in  all  cases  where  a  recently  delivered 
woman  has  an  offensive  discharge  from  the  uterus  or  an  increase  of 
temperature,  he  at  once  directs  intra-uterine  injections  consisting  of 
carbolized  water.  He  publishes  a  table  of  1200  cases,  for  the  pur- 
pose of  demonstrating  the  great  benefits  derived  therefrom. 

Richter  administered  intra-uterine  injections  to  3000  lying-in 
women  without  a  single  accident.  If  there  be  premature  cessation 
of  the  lochia,  with  constitutional  disturbance,  a  purulent  discharge, 
fetid,  and  with  increase  of  temperature,  or  if  the  uterus  contain 
fragments  of  placenta,  clots,  or  is  imperfectly  contracted,  intra- 
uterine injections  should  invariably  be  used. 

Dr.  W.  Gill  Wylie  says :  "  If  after  labor  a  chill  be  followed 
by  a  rapid  rise  of  temperature,  I  would  wash  out  the  uterine  cavity 
with  a  solution  of  carbolic  acid,  one  to  twenty." 

Dr.  Graily  Hewitt  uses  carbolic  acid  by  intra-uterine  injections  in 
all  cases  of  pyemia,  and  insists  upon  the  necessity  of  drainage  of 
the  vagina  by  alteration  of  position. 

Prof.  Tarnier,  of  Paris,  as  a  germicide  uses  a  bichloride  of  mer- 
cury solution,  1  to  1000.  He  uses  intra-uterine  injections  in  patho- 
logical conditions  only. 

You  are  all,  no  doubt,  perfectly  familiar  with  the  discussion 
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before  the  New  York  Academy  of  Medicine,  and  with  positions 
notably  taken  by  Professors  Barker  and  Thomas.  It  is  not  deemed 
necessary  to  allude  to  them  specifically,  only  that  Thomas  is  a 
strong  advocate  for  carbolic  acid,  to  be  used  freely  and  frequently 
in  intra-uterine  injections,  while  Barker  deems  these  precautions  as 
unnecessary,  and  sometimes  positively  injurious. 

A  young  man,  ambitious,  who  has  spent  several  years  in  a 
doctor's  office,  and  while  he  is  contemplating  attending  a  course  of 
lectures  in  Boston,  New  York,  or  Philadelphia,  as  the  announce- 
ments from  their  respective  colleges  reach  him  selects  the  school, 
and  his  friends  at  his  home  are  busied,  like  Mrs.  Syntax  after  the 
doctor  announced  his  intended  tour  to  learn  the  picturesque — no 
pains  were  spared  by  night  or  day  to  set  him  forward  on  the  way. 

We  next  meet  him  in  the  lecture-room,  with  its  cheerless  sur- 
roundings, and  in  the  dissecting-room,  where  we  almost  see  the 
Dantean  inscription :  "  Here  the  world  and  its  brightness  are  shut 
out."  Along  the  sombre,  imperfectly-lighted  corridors  he  spends 
many  hours  each  session,  and  the  dull,  bare  room  effects  a  simulta- 
neous transformation  upon  his  habits ;  he  grows  indifferent,  and 
the  environments  become  part  of  his  very  being. 

After  remaining  an  indefinite  period  in  college  satisfactorily,  we 
next  meet  him  at  the  commencement,  and  here,  amid  light  and 
flowers  and  the  address,  he  receives  his  diploma,  and  is  declared 
an  obstetrician ;  and  with  the  imperative  desire  to  get  on  in  the 
immediate  present  he  is  at  once  located,  and  waiting  for  a  call.  He 
has  been  taught  the  technique,  but  has  never  received  a  course  of 
clinical  instruction  ;  he  has  never  been  in  contact  with  his  material, 
and  the  rough  school  of  experience  is  before  him.  The  useful,  the 
practical  has  never  been  taught.  He  has  only  listened  to  lectures, 
often  read — the  manuscript  transmitted  from  father  to  son,  and  at 
a  time  when  we  have  a  new  pathology  almost  every  year  and  our 
progress  of  yesterday  will  be  the  vanishing-point  of  to-morrow. 

At  last  he  is  called  to  a  case ;  the  patient  is  in  labor ;  here  he 
finds  his  technique  at  fault :  he  is  now  in  the  position  where  Winckel 
says :  "  The  physician  who  approaches  the  bed  of  a  parturient 
woman  should  have  a  certain  amount  of  experience,  good  judgment, 
precision,  so  as  to  enable  him  to  make  as  exact  a  diagnosis  as 
possible." 

The  woman's  coudition  should  be  determined  by  observing  the 
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pulse,  respiration,  and  temperature ;  he  should  refrain  from  exces- 
sive zeal  and  unnecessary  examination,  and  we  may  add  Blundell's 
advice :  "  Lead  yourself  not  into  temptation  by  carrying  instru- 
ments." In  due  time  the  labor  terminated,  and  on  the  fourth 
day  after  her  delivery  a  severe  rigor  occurred,  followed  by  a  sharp 
rise  of  temperature,  frequent  pulse,  pain  in  the  abdomeu,  with  dis- 
tention, and  great  muscular  debility.  Being  summoned  in  haste, 
he  calls  it  puerperal  fever ;  returning  to  his  office,  he  consults 
Barker  on  Puerperal  Fever  and  Clarke's  "  Dissertation  on  Peri- 
tonitis "  iu  Pepper's  System  of  Medicine.  Returns  to  the  patient 
with  morphine  tablets  and  administers  one-third  of  a  grain  hypo- 
dermically,  and  it  is  to  be  repeated  in  two  hours ;  he  asks  for  a 
consultation,  and  a  doctor  is  summoned  ;  he  agrees  that  it  is  puer- 
peral fever  (he  also  is  a  follower  of  Clarke),  and  advises  that  the 
dose  of  morphine  be  increased  until  the  respirations  are  reduced  to 
12  per  minute  ;  they  thus  succeed  iu  benumbing  the  sensibility,  and 
the  patient  is  now  seemingly  free  from  pain,  but  her  debility  con- 
tinues, the  pulse  becomes  more  frequent,  nausea  supervenes,  she 
cannot  retain  food  nor  stimulants,  and  on  the  twelfth  day  after 
confinement  she  dies.  It  was  an  event  iu  his  professional  life  well 
calculated  to  cause  him  to  pause  and  review  the  line  of  treatment 
he  had  received  from  his  instructors — a  mental  state  thrust  upon 
him  by  the  profound  disaster  of  losing  his  first  patient. 

He  now  realizes  the  necessity  of  a  course  of  practical  clinical 
instruction  in  obstetrics,  to  avert  disasters  such  as  has  befallen  him. 
This  evil  can  be  remedied  only  by  utilizing  the  abundant  material 
within  the  reach  of  all  our  schools.  If  a  three  months'  attendance 
in  a  maternity  hospital  were  made  compulsory  before  graduation, 
it  would  prove  the  best  treatment  for  puerperal  peritonitis  ever 
devised. 

What  has  led  to  this  disastrous  result?  What  did  he  do?  Pos- 
sibly he  carried  with  him  his  habits  acquired  while  in  attendance 
upon  lectures  and  in  the  dissecting-room.  Perhaps  he  showed  too 
much  zeal  by  frequent  examinations.  He  may  have  allowed  the 
nurse  to  detail  the  tremendous  services  she  has  rendered  other  par- 
turient women.  She  may  have  been  neglected  by  the  nurse,  and 
not  been  treated  aseptically  at  every  stage. 

As  most  of  the  progress  in  surgery  and  medicine  has  arisen  from 
the  specialists,  to  them  we  must  again  look  for  a  reform  and 
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progress  in  maternity  work.  Give  the  students  a  chance,  show 
them  the  material,  teach  them  by  contact,  and  give  them  responsi- 
bility, a  patient  to  care  for ;  instruct  them  how,  and  the  mortality 
in  lying-in  cases  will  decline.  This  is  not  a  plea  for  the  aged, 
sickly  and  helpless,  but  for  the  mothers  whose  lives  and  health  we 
value  above  all  else. 

While  at  Dresden,  a  few  weeks  ago,  I  visited  the  maternity  hos- 
pital under  the  care  of  Professor  Leopold,  and  he  gave  me  the 
following  statistics  :  "  In  1883, 1368  deliveries,  12  deaths  ;  in  1887, 
1588  deliveries,  1  death  "  ;  while  he  assured  me  that  in  1872  the 
total  mortality  had  been  50  per  1000.  In  the  hospital  absolute 
cleanliness  is  enforced,  and  the  students  are  admitted  and  take 
charge  of  patients.  At  the  maternity  hospital  in  Paris  I  found 
that  in  1858  and  1859  there  were  93  deaths  per  1000  ;  in  1882  and 
1883,  11  deaths  per  1000.  Here  I  found  rigid  aseptic  precautions 
observed,  with  numerous  students  present  and  in  charge  of  cases. 


A  LAEGE  GROUP  OF  MIXED  SPECIMENS,  ILLUS- 
TRATING THE  PRINCIPAL  COMPLICATIONS 
AND  VARIETIES  OF  PELVIC  AND 
ABDOMINAL  SURGERY. 

By  JOSEPH  PRICE,  M.D., 

PHILADELPHIA. 


I  desire,  Mr.  President,  to  present  the  specimens  here  shown, 
with  a  view  to  illustrating  many  of  the  varieties  and  nearly  all  of 
the  complications  found  in  pelvic  surgery,  and  incidentally  in  ab- 
dominal surgery.  I  think,  too,  that  some  features  in  the  natural 
history  of  these  diseases,  as  evidenced  by  the  complaints  of  our 
patients,  will  likewise  appear,  pictured  as  it  were  in  the  light  of 
cause  and  effect,  showing  how  often,  from  a  symptomatic  point  of 
view,  the  patient,  if  she  be  intelligent,  can  describe  her  own  condi- 
tion in  terms  that  will  leave  no  doubt  as  to  the  nature  of  the  com- 
plaint from  which  she  is  suffering. 

Some  of  the  cases  here  represented  (see  Plate  II.  Fig.  5,  5,  5,  5,  5) 
were  operated  upon  subsequent  to  minor  gynecological  interference, 
and  the  necessity  for  the  operations,  of  which  the  specimens  are  the 
exponent,  was,  in  many  cases,  due  to  closure  of  the  cervix,  curet- 
ting, or  the  like.  The  status  of  a  branch  of  gynecology  that  pro- 
duces such  results  as  these  can  well  be  questioned,  and  the  dogma, 
that  licenses  procedures  whose  value  is  often  doubtful  and  benefits 
questionable,  well  deserves  censure  as  a  so-called  "conservative" 
method  of  treatment. 

The  warning  would  seem  sufficient  to  ask  for  pause  and  weighty 
consideration  in  dealing  with  conditions  whose  diagnosis  is  often 
suppositional  and  never  exact,  and  whose  treatment  by  intra-uterine 
applications  and  electricity  may  eventuate,  as  here  shown,  in  the 
most  serious  pathological  conditions. 

Among  the  most  interesting  specimens  I  shall  show  are  those  of 


216 


PRICE, 


a  series  of  hysterectomies,  thirty  in  number,  without  a  death.  They 
are  most  interesting  to  me,  as  being  the  witnesses  of  the  most  serious 
operation  in  surgery,  both  as  to  the  complexity  of  their  pathological 
relations  and  the  peculiarly  exact  technique  necessary  in  order  suc- 
cessfully to  deal  with  them.  They  bring  out  in  bold  relief  the 
contrast  between  mere  theory  and  actual  surgery,  and  its  resources, 
60  far  as  the  use  of  the  clamp  is  concerned.  This  much-slandered 
instrument  must  be  considered  as  the  key  to  success  in  the  most 
dangerous  cases,  and  sentiment  can  never  displace  it.  Mr.  Keith, 
in  speaking  of  hysterectomy  as  a  surgical  procedure,  unhesitatingly 
declares  that  it  can  never  be  judged  as  to  its  results  in  the  light  of 
simple  ovariotomy.  "  The  history  of  these  two  diseases  is  entirely 
different ;  ovarian  disease  is  a  merciless  one,  while,  as  a  rule,  the 
active  existence  of  a  uterine  fibroid  is  limited,  and  the  patient  lives 
more  or  less  comfortably,  and  dies  of  something  else."  He  admits, 
neverthless,  that  as  it  grows  the  uterine  tumor  torments  the  more, 
forgetting  that  this  torment  is  often  due  to  the  local  difficulties  and 
complications  upon  which  he  lays  so  much  stress  in  ovarian  disease. 
He  then  goes  on  to  designate  the  patients  with  uterine  fibroids  as 
"  unfortunates  who  somehow  live  on,  a  burden  to  themselves  and  to 
their  friends."  Again,  referring  to  the  mortality  of  the  operation, 
he  says :  "  Had  this  frightful  mortality  been  the  result  of  opera- 
tions done  for  extreme  cases  of  uterine  tumors,  there  might  be  some 
excuse  for  it."  In  this  connection,  I  wish  to  say  that  in  all  my 
supra- vaginal,  extra-peritoneal  hysterectomies  but  two  of  the  cases 
may  be  classed  as  "  fearful,"  and  were  done  to  save  life  and  render 
it  endurable,  having  been  greatly  complicated  by  electricity,  punc- 
ture, etc.,  in  more  than  twenty-five  per  cent. 

This  fact  will  illustrate  the  error  of  Mr.  Keith's  judgment,  when 
he  says :  "So  far  as  hysterectomy  has  thus  gone,  it  has  done  more 
harm  than  good."  So  far  as  the  perfected  operation  is  concerned 
Mr.  Keith's  ultimatum  cannot  be  accepted,  and  from  the  results 
attained  in  this  series  the  possibilities  of  exact  surgery  stand  out 
boldly,  with  nothing  to  apologize  for.  So  far  as  the  complications 
are  concerned,  due,  as  they  were  in  so  many  cases  to  unwise  tink- 
ering interference,  I  may  turn  his  words  back  against  the  treatment 
he  now  champions,  and  say  of  electricity  and  puncture,  "  it  were 
better  had  they  ^ver  been  born." 

It  is  interesting  to  note,  in  the  connection  of  electricity  in  the 
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treatment  of  the  various  pelvic  diseases  of  women,  that  those  who 
formerly  denied  their  existence,  or  the  possibility  of  recognizing 
them,  are  now  the  most  expert,  first  in  exact  diagnosis,  and  then  in 
treating  them  with  the  battery. 

The  wonder  is,  first,  concerning  their  conversion,  and  then  of 
their  exquisite  skill,  which  far  exceeds  that  of  us  who,  for  a  long 
time,  have  been  accustomed  to  seek,  find,  and  remove  (see  Plate  I. 
Figs.  4,  4,  4)  them  in  all  their  forms  and  varieties,  often  being  puz- 
zled as  to  their  nature  when  we  held  the  specimens  in  our  fingers. 

As  to  the  treatment  of  extra-uterine  pregnancy,  that  has  been  so 
much  discussed  that  I  will  not  enter  into  it,  except  to  say  that 
under  surgical  interference,  done  promptly,  the  cases  all  recover. 
Some  of  the  most  remarkable  recoveries  in  surgery  are  these  very 
cases,  even  in  spite  of  delay,  electricity,  and  all  the  rest  of  the  dilly- 
dally resorts.  Case  after  case  is  appearing,  in  which,  after  tem- 
porizing with  electricity  and  every  other  known  abhorrence  of 
surgery,  surgery  itself  has  come  to  the  rescue,  and  delivered  the 
sufferer  (see  Plate  I.,  Fig.  2,  and  see  Plate  IV.  and  IV.— A).  I 
have  now  the  history  of  a  woman,  lately  learned,  who  travelled 
from  New  York  to  Richmond  seeking  for  relief,  refused  at  every 
step,  after  she  had  grown  so  desperately  ill  under  electrical  treat- 
ment that  no  one  would  touch  her,  until  she  met  with  a  surgeon 
in  the  South,  who  yielded  to  her  importunity  while  promising  her 
nothing.  Though  her  case  was  desperate  in  the  extreme  she 
recovered  and  is  a  living  witness  of  the  frightful  danger  of  all  pro- 
crastination in  such  disease. 


DISCUSSION. 

Dr.  H.  F.  Formad,  of  Philadelphia. — I  do  not  think  it  fair  on 
the  part  of  Dr.  Price  to  bring  me  here  this  afternoon  to  give  an 
account  of  my  laparatomies,  because  I  did  not  save  a  single  life. 
Regarding  the  extra-uterine  cases  I  operated  upon  post-mortem,  I 
may  say  they  were  all  cases  of  very  early  pregnancies — all  between 
the  first  and  third  months — with  the  exception  of  one,  which  I  found 
in  a  sac  in  the  abdominal  cavity,  and  which  was  certainly  one  of  the 
abdominal  pregnancies,  as  the  tube  was  nearly  intact.  This  one  case 
was  a  fetus  carried  to  about  six  months'  gestation,  perfectly  dry  and 
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encysted.  It  may  have  lain  in  the  cavity  for  some  time.  All  the 
other  cases,  twenty-eight  in  number,  were  tubal,  as  many  on  the  right 
side  as  on  the  left.  All  but  three  were  at  the  distal  end  of  the  tube- 
Three  were  near  the  uterus  at  the  beginning  of  the  tube.  In  some 
cases,  in  spite  of  the  most  careful  search,  I  failed  to  find  the  fetus.  I 
believe  that  some  of  those  cases  were  hematomas,  the  result  of  former 
extra-uterine  pregnancies,  which  led  to  renewed  hemorrhage  in  the 
tube  and  subsequent  rupture,  or  else  the  fetus  did  not  come  to  its 
development.  They  were  extra-uterine  pregnancies  beyond  doubt, 
because  microscopical  examinations  showed  fetal  membranes,  and  the 
decidua  was  in  the  uterus  in  all  these  doubtful  cases.  In  some  other 
cases  I  failed  to  find  the  decidua  in  the  uterus. 

In  regard  to  the  varieties  of  pregnancy,  I  inquired  very  carefully 
of  some  of  the  gynecologists  of  Europe  whether  or  not  there  are 
abdominal  pregnancies.  Their  views  are  divided  as  regards  abdominal 
pregnancies. 

Dr.  Joseph  Hoffman,  of  Philadelphia. — Just  a  point  or  two ; 
merely  a  few  remarks  in  reference  to  electricity  and  fibroid  tumors. 
I  refer  again  to  Keith's  book,  because  the  cases  therein  recorded  he 
has  enumerated  as  not  being  treated  by  electricity  They  stand  39 
hysterectomies,  with  3  deaths.  This  record,  he  seems  to  believe,  could 
have  been  bettered  by  electricity.  Let  us  see.  Dr.  Cutter's  record, 
treated  by  electricity,  up  to  the  present  time  is  39  cases,  with  4  deaths. 
These  deaths  we  do  not  often  hear  about.  Dr.  Baldy  cited  one  on  the 
floor  this  morning.  It  illustrates  the  fact  that  we  do  not  know  where 
we  are  puncturing,  and  what  we  are  puncturing.  Dr.  Massey  himself 
now  says  he  does  not  believe  in  puncture.  Dr.  Price's  operations  show 
what  can  be  accomplished  by  hysterectomy  when  done  carefully  and 
promptly,  especially  when  there  has  been  no  electrical  interference. 
Another  thing  in  fibroid  tumor  is,  as  Keith  has  proved  again  and 
again — take  any  one  of  these  specimens  on  the  table  here ;  there  is  no 
single  case  of  those  fibroid  tumors  in  which  the  appendages  are  not 
diseased.  Dr.  Baldy  has  gone  on  record,  saying  that  in  two  or  three 
cases  he  did  not  find  in  hysterectomy  the  ovaries  diseased.  He  must 
change  this  now,  for  in  one  of  these  cases  he  left  the  ovaries,  and  had 
to  reoperate  for  ovarian  cystoma.  Wherever  there  is  a  fibroid  tumor 
the  appendages  are,  as  a  rule,  diseased.  In  regard  to  extra-uterine 
pregnancy,  those  who  have  most  earnestly  advocated  electricity  are 
now  most  active  in  abandoning  it,  and  in  cautioning  others  against  it. 

Dr.  J.  M.  Baldy,  of  Philadelphia. — I  would  like  to  say  a  few  words 
on  extra-uterine  diagnosis  and  treatment,  for  which  Dr.  Price's  speci- 
mens furnish  a  text.    Hanks  tells  us  that  in  1888  there  were  97  cases 
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of  extra-uterine  pregnancy  in  existence  in  the  literature.  Now  250 
will  not  more  than  cover  the  number.  I  found  by  a  very  superficial 
examination  over  20  cases  in  which  the  symptoms  of  extra-uterine  preg- 
nancy were  present,  and  in  which  the  disease  was  diagnosticated,  but 
in  which  the  disease  was  found  not  to  be  present.  I  found  10  to  20  in 
which  the  disease  was  present,  and  in  which  it  has  not  been  diagnos- 
ticated, and  in  which,  after  it  had  been  proved,  the  symptoms  could  not 
establish  the  diagnosis.  The  fact  remains  that  these  cases  were  all  in 
the  hands  of  prominent  men.  It  is  not  at  all  reasonable  to  suppose  that 
all  the  cases  of  mistake  are  on  record.  These  are,  in  all  probability, 
a  very  small  proportion.  Take  those  same  40  cases  on  record  and 
compare  with  the  250  cases  :  the  percentage  is  enormous.  Take  For- 
mad's  record,  found,  on  post-mortem,  some  30  cases :  not  a  single  case 
was  diagnosticated.  It  was  not  suspected  until  after  death.  Most  of  the 
cases  went  into  the  hands  of  the  coroner  because  it  was  supposed  that 
they  were  the  subjects  of  foul  play.  It  is  not  reasonable  to  suppose  that 
Philadelphia  contains  all  these  undiagnosticated  cases.  I  do  not  think 
any  treatment  is  worthy  of  consideration  except  laparatomy  and  elec- 
tricity. That  is  where  the  vast  majority  of  surgeons  stand.  It  is  simply 
a  matter  of  which  gives  the  best  results,  or  rather  which  gives  the  least 
bad  results.  Many  of  the  electrical  cases  are  doubtful  in  diagnosis. 
Consider  Thomas's  cases ;  in  two  of  them  the  attendants  protested 
against  the  treatment,  because  the  fetus  was  already  dead,  and  the 
woman  well  advanced  in  convalescence.  His  only  excuse  was  that 
electricity  might  possibly  do  some  good.  In  one  other  case  Fordyce 
Barker  disagrees  with  the  diagnosis.  There  is  most  positive  danger  in 
passing  electricity  through  promiscuous  growths  (should  the  mistake 
in  diagnosis  be  made).  I  saw  Dr.  Massey  pass  a  current  through  a 
cyst ;  the  case  became  so  bad  an  operation  was  necessary.  I  have  seen 
him  send  a  dozen  cases  of  different  kinds  to  bed  with  peritonitis.  We 
come  now  to  the  dangers  of  the  treatment.  The  first  danger  is  delay. 
What  may  happen  in  delay  ?  Your  President  himself  has  had  a  case 
rupture  at  four  or  five  weeks.  There  are  a  large  number  of  such  cases 
on  record.  A  case  went  to  Thomas's  office  in  New  York.  Extra- 
uterine pregnancy  was  diagnosticated,  the  patient  sent  home  for  elec- 
tricity, and  rupture  took  place  on  the  way.  Who  is  going  to  tell  us 
when  those  cases  will  rupture?  A  case  was  reported  to  the  New 
York  Obstetrical  Society  in  which  electricity  had  been  applied  a 
number  of  times  under  ether.  Finally  an  exploratory  incision  was 
made,  and  a  normal  pregnancy  found.  The  woman  afterward  aborted. 
Wylie  reports  a  case  in  which  the  fetus  was  supposed  to  have  been 
killed  repeatedly  by  electricity,  and  finally  had  to  be  killed  by  injec- 
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tion  of  morphine.  Buckmaster  failed  to  kill  an  intra-uterine  fetus 
under  ether  with  electricity.  Chadwick  declared  that  he  had  killed 
the  fetus  at  the  ninth  month,  but  later  a  five  months'  fetus  was  deliv- 
ered by  Bovee.  Massey  applied  the  full  force  of  a  faradic  battery  for 
three  successive  days,  and  on  three  other  days  over  100  milliamperes  of 
a  galvanic  current,  and  failed  to  kill  the  fetus. 

Dr.  Price  (closing  the  discussion). — I  have  but  little  to  say.  I  want 
to  allude  again  to  Keith's  position.  He  states  fairly  he  never  had  a 
death  from  hemorrhage  while  treating  by  a  general  method  and  doing 
hysterectomy.  Shortly  after  adopting  electricity,  he  reports  a  death 
from  hemorrhage  in  Edinburgh.  Electricity  and  hemorrhage,  death. 
I  think  he  has  reported  two  deaths  since  his  attachment  to  electricity. 
Dr.  Baldy  alludes  to  the  question  of  diagnosis.  It  is  rarely  ever 
made.  I  scarcely  see  why  we  should  be  bothered  by  it.  A  week  ago 
I  said  to  two  physicians, "  I  am  going  to  operate  for  extra-uterine  preg- 
nancy." The  patient  was  shipped  home  in  a  sleeper,  and  I  saw  her 
immediately  carried  to  her  bed  on  a  stretcher,  with  the  history  of 
paroxysms  of  pain  for  all  the  world  like  extra-uterine  pregnancy.  So 
sure  did  I  feel,  that  my  examination  was  rather  superficial — a  mass  on 
one  side  and  evidence  of  trouble  on  the  other ;  but  that  I  had  found 
before  in  the  same  class  of  cases.  I  stated  to  my  friends  who  witnessed 
the  operation  that  it  was  extra-uterine  pregnancy.  It  was  double  pyo- 
salpinx.  Just  one  week  later  I  never  even  thought  of  extra-uterine 
pregnancy  and  rolled  out  a  big  one.  I  was  quite  sure  of  pus  in  that 
case.  The  history  is  pussy  all  thrqugh.  You  have  all  had  an  oppor- 
tunity to  see  the  contents  of  the  sac.  The  interesting  question  comes 
up,  Has  this  specimen  ever  ruptured?  If  anyone  has  anything  to  say 
in  regard  to  the  inflammatory  nature  of  the  specimen  I  wish  they 
would  express  themselves  about  it  here  and  now.  Again,  as  to  the 
possibility  of  a  positive  diagnosis.  It  is  not  even  possible  after  section, 
specimen  in  hand,  until  it  is  incised  and  contents  exposed. 


SPECIMEN  OF  TUBAL  GESTATION. 


Dr.  Montgomery,  of  Philadelphia,  presented  a  specimen  of  tuhal 
gestation  which  had  undergone  rupture  at  the  end  of  the  fifth  week 
after  previous  menstruation.  A  cyst  the  size  of  a  cherry  had  ruptured 
into  the  peritoneal  portion  of  the  broad  ligament,  and  from  this  a 
hemorrhage  so  severe  as  to  lead  to  frequent  fainting  had  occurred. 
Patient  was  seen  May  13,  1890,  in  consultation  with  Dr.  Nock,  with  a 
history  of  having  been  taken  with  violent  pains  the  night  before,  of 
having  had  several  attacks  of  fainting  during  the  night.  When  seen 
she  was  perfectly  blanched  and  bloodless,  pulse  120  and  feeble,  and 
was  unable  to  raise  her  head  from  the  bed.  Careful  examination  was 
made  with  negative  results.  An  operation  was  done,  when  the  abdo- 
men was  found  to  contain  about  two  quarts  of  liquid  and  clotted 
blood ;  this  was  removed,  the  abdomen  thoroughly  washed  out,  and 
a  drainage-tube  inserted.  Patient  recovered  without  an  unpleasant 
symptom. 

He  had  seen  at  an  autopsy  upon  a  patient  nearly  a  year  ago,  with 
the  same  [physician,  when  death  took  place  at  the  end  of  nineteen 
hours,  the  abdomen  filled  with  liquid  blood,  and  a  small  fetus  found 
free  in  the  abdomen.  Rupture  had  taken  place  of  a  tubal  pregnancy 
between  the  second  and  third  month. 

Such  cases  emphasize  the  importance  of  surgical  procedure  and  the 
futility  of  depending  upon  the  use  of  electricity,  for  in  the  case  in 
which  the  operation  resulted  successfully,  the  woman  had  not  suspected 
the  possibility  of  pregnancy,  and  even  had  she  presented  herself  to  a 
physician  with  such  a  condition  there  is  no  means  by  which  he  could 
have  determined  a  cyst  of  that  size  in  a  pendulous  abdomen,  and  if  by 
any  reason  it  had  been  suspected  and  accurate  search  made  for  it,  it 
would  have  precipitated  the  rupture  which  did  occur. 


A  NEW  MODE  OF  EXIT  FOR  AN  OVARIAN  CYST. 


By  GEORGE  R.  DEAN, 

SPARTANBURG,  S.  C. 


The  following  case  is  presented  for  record  by  reason  of  its 
novelty : 

Mrs.  F.,  aged  thirty-three  years,  seven  children,  no  miscarriages  ;  youngest 
child  three  years  old ;  began  to  enlarge  in  left  inguinal  and  lumbar  region 
fifteen  months  ago.  Increase  in  size  was  very  gradual,  always  showing  more 
prominently  on  the  left  side.  When  I  first  saw  her  by  request  of  her  hus- 
band, she  was  about  as  large  as  a  woman  seven  months  pregnant,  the  tumor 
occupying  almost  the  median  line ;  fluctuation  was  distinct.  Tumor  tense  on 
left  side.  She  complained  very  much  of  pressure  about  the  cardiac  end  of 
the  stomach.  I  advised  immediate  operation  ;  this  she  declined.  Time  went 
by,  and  she  was  seized  with  what  her  doctor  diagnosticated  as  grippe  ;  she 
declined  in  health  steadily  and  continually.  Eventually  I  was  asked  to  see  her 
again  ;  she  begged  me  then  to  operate,  but  her  prostration  was  too  great  to 
warrant  interference  at  that  time.  Typhoid  symptoms  eventually  ensued. 
I  was  then  asked  to  direct  the  treatment ;  she  began  to  rally  after  six  weeks 
of  desperate  illness.  At  about  the  fourth  week  she  was  one  day  seized  with 
vomiting,  there  being  no  nausea ;  the  mouth  simply  being  kept  open,  the 
fluid  escaping  freely.  About  two  gallons  of  thick,  ropy,  brownish  fluid  thus 
made  its  escape,  and  behold,  the  cyst  had  disappeared  ;  she  made  a  long  and 
tedious  recovery.  Examination  reveals  a  slightly  fluctuating  mass  in  Doug- 
las's pouch  ;  there  is  slight  prominence  in  the  abdomen  in  the  left  umbilical 
region  near  the  middle  line,  which,  by  palpation,  I  judge  to  be  the  remains  of 
the  cyst,  with  its  adhesions  to  the  stomach  and  broad  ligament.  The  greatest 
complaint  now  is  a  dragging  sensation  about  the  stomach  and  spleen.  She 
is  in  fair  bodily  condition,  and  is  able  to  care  for  her  children  and  household. 
Since  getting  her  footing  again  she  declines  operation,  and,  while  she  is  not 
a  well  woman,  she  is  still  able  to  perform  her  duties.  As  to  the  means  of 
exit,  I  presume  the  pressure  upon  the  stomach  was  such  that  a  portion  of 
the  intervening  walls  of  both  stomach  and  cyst  were  absorbed,  adhesions 
having  first  taken  place,  thus  preventing  escape  of  the  fluid  into  the  perito- 
neal cavity.  Fluid  passing  into  the  stomach  thus  made  its  escape  as  above 
described. 

About  October  1st  I  was  sent  for  to  see  her  again,  but  could  not,  as  she 
had  removed  some  distance  from  me.  She  had  what  I  judge  was  another 
attack  of  peritonitis,  from  which,  after  some  weeks,  she  died,  as  I  had  pre- 
dicted for  her,  time  and  again.  Still,  with  this  to  look  forward  to,  she 
refused  an  operation  each  time,  when  in  a  condition  to  hope  for  a  successful 
result,  and  each  time  begged  for  it  when  there  was  no  hope. 


DESCRIPTION  OF  PHOTOGRAPHIC  PLATES  OF  AN 
EDEMATOUS  ACARDIA. 


By  JAMES  F.  W.  ROSS,  M.D., 

TORONTO,  CANADA. 


I  was  sent  for  three  months  ago  to  perform  a  Porro  operation 
upon  a  patient  of  Drs.  Britton  and  Shaw,  of  Little  York.  I  put 
into  my  instrument  valise  a  cranioclast  and  perforator,  as  well  as 
midwifery  forceps. 

On  my  arrival  I  found  the  patient  under  chloroform,  with  strong 
expulsive  pains,  and  the  two  enormously-swelled  legs  of  a  fetus 
between  her  thighs.  The  feet  were  almost  pulled  off,  showing  that 
the  doctors  had  been  making  every  effort  to  effect  delivery,  but 
without  avail.  They  concluded  that  they  had  a  monster  to  deal 
with,  and  thought  that  it  was  a  case  of  ascites.  This  conclusion 
might  readily  be  arrived  at  from  the  peculiar  formation  of  the  child. 
The  tissues  of  the  leg  were  edematous,  and  I  concluded,  after  pass- 
ing my  hand,  that  the  whole  monster  was  edematous.  From  this 
manipulation  I  also  diagnosticated  twins,  and  felt  a  large  blood-clot 
that  had  been  poured  out  from  the  placenta  between  the  two  chil- 
dren. Before  proceeding  to  do  any  abdominal  operation  I  thought 
it  advisible  to  make  one  attempt  to  deliver  the  child  from  below. 
I  therefore  cut  through  one  thigh  and  applied  the  cranioclast  to  the 
bones  of  the  pelvis,  and  then  by  one  powerful  traction  succeeded  in 
effecting  a  spontaneous  delivery  of  the  monster  shown  in  the  accom- 
panying plate.  The  other  twin  followed  after  catching  a  foot,  and 
was  stillborn. 

Examination :  The  whole  body  was  edematous,  the  legs  swelled 
to  three  or  four  times  their  natural  size.  The  upper  part  consisted 
of  a  large,  rounded  eminence,  showing  on  section  cyst-cavities  filled 
with  a  clear  straw-colored  fluid,  and  between  the  cysts  connective 
tissue  with  its  interspaces  filled  with  fluid.    No  thorax,  arms,  or 
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head  present.  An  abdominal  cavity  filled  with  intestine  in  a  much 
earlier  stage  of  development  than  either  of  the  twins,  and  also  con- 
taining two  kidneys.  No  stomach  and  no  liver,  spleen,  or  pancreas 
to  be  found.  The  sex  could  not  be  made  out.  A  portion  of  the 
lower  end  of  the  spinal  column  was  present,  as  seen  in  the  plate, 
showing  a  posterior  view,  and  it  contained  spinal  cord.  There  was 
no  maceration  of  either  child,  and  the  other  was  probably  alive  a 
few  hours  before  birth.  Development  had  evidently  been  early 
arrested  in  the  upper  portion  of  the  embryo.  Blood  was  found  in 
various  parts  of  the  fetus.  The  kidneys  and  the  other  parts  looked 
pale.  An  interesting  question  arises,  "  How  is  such  a  fetus  nour- 
ished?" An  attempt  was  made  to  inject  the  umbilical  vessels  but 
was  unsuccessful,  owing  to  their  brittleness.  The  cord  looked  like 
the  cord  of  a  fetus  about  the  fifth  month. 


Back  View. 


Front  View. 


INFANTILE  VULVAE  HEMORRHAGE. 


By  THOMAS  E.  McAKDLE,  M.D., 

WASHINGTON,  D.  C. 


In  the  present  report  it  is  my  purpose  to  place  on  record  two 
cases  of  infantile  vulvar  hemorrhage.  Comparatively  few  cases  are 
mentioned  in  general  or  special  medical  literature,  aud  the  text- 
books are  almost  completely  silent  upon  the  subject.  I  would  have 
been  surprised,  not  to  say  alarmed,  when  my  attention  was  called 
to  my  first  patient,  if  the  subject  had  not  been  made  familiar  to  me 
by  a  recent  case  in  the  practice  of  a  medical  friend. 

Each  of  the  few  medical  writers  who  have  reported  cases  has 
offered  a  different  theory  of  the  cause.  I  have  no  theory  at  all  to 
advance,  and  have  only  to  say  in  regard  to  some  of  the  explanations 
of  this  phenomenon,  that  hemorrhage  from  the  infantile  male  geni- 
talia would  be  as  frequent  as  from  the  female  if  the  theories  were 
correct.  We  know,  however,  that  rare  as  the  phenomenon  is  in 
the  female,  it  is  much  less  frequent  in  the  male  infant. 

Case  I. — On  September  25,  1889,  at  2  o'clock  in  the  morning,  I  delivered 
Mrs.  T.  of  her  fifth  baby,  a  girl.  At  my  visit  on  the  morning  of  September 
30th,  the  nurse  informed  me  that  the  infant  had  passed  blood  with  every 
movement  of  the  bowels  since  the  preceding  morning,  and  I  was  shown  five 
napkins  which  were  considerably  stained  with  blood.  I  immediately  exam- 
ined the  child  and  discovered  that  the  hemorrhage  came  from  the  vagina, 
and  not  from  the  bowels.  At  the  time  of  the  examination  there  was  about 
a  half-teaspoonful  of  blood  in  the  vagina  and  between  the  labia.  The  blood 
was  bright-red,  and  the  napkin  was  stained  by  it,  showing  that  the  flow  was 
continuous.    The  anus  was  perfectly  clean  and  healthy. 

Borated  absorbent  cotton  was  ordered  to  be  used  and  perfect  cleanliness 
enjoined.  At  the  end  of  the  fourth  day  the  hemorrhage  ceased,  and  the 
child  has  since  continued  perfectly  well. 

Case  II.— On  April  10, 1890, 1  delivered  Mrs.  C.  T.  of  her  first  child,  a  girl. 
The  labor  was  tedious,  but  in  other  respects  normal.  Five  days  later,  at  the 
morning  bath,  blood  was  discovered  coming  from  the  vagina  of  the  infant. 

Obet  Soo.  15 
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The  same  treatment  was  adopted  as  in  the  preceding  case,  and  in  four  days 
the  hemorrhage  ceased. 

It  will  be  observed  that  iu  each  infaut  the  hemorrhage  occurred 
on  the  fifth  day  after  birth,  lasted  four  days,  and  did  not  return. 

The  blood  came  from  beyond  the  hymen  aud  trickled  between 
the  labia.  Whether  it  came  from  the  vagiua  or  uterus  I  am,  of 
course,  unable  to  state  with  any  degree  of  accuracy,  but  it  is  my 
opinion  that  it  came  from  the  uterus.  There  was  no  malformation 
discoverable  in  either  case.  Both  are  bright  and  happy  babies, 
perfectly  well  nourished,  and  have  passed  through  their  first  sum- 
mer without  any  difficulty. 


IN  WHAT  CLASS  OF  WOUNDS  SHALL  WE  USE 
DRAINAGE  ? 


By  HENRY  0.  MARCY,  M.D., 

BOSTON. 


It  has  been  stated  upon  high  authority  that  the  drainage  of 
wounds  marked  an  era  of  advance  in  the  methods  of  wound-treat- 
ment equal  to  that  of  the  introduction  of  antiseptics. 

The  diiferences  of  opinion  which  still  pertain  are  so  marked  that 
the  question  of  drainage  in  operative  wounds  is  one  of  primal 
consideration,  and  I  have  presumed  to  call  attention  to  it,  in  the 
hope  that  our  surgical  science  is,  at  least,  so  advanced  as  to  permit 
the  formulation  of  certain  general  rules  for  guidance. 

It  may  be  accepted  that  the  object  of  drainage  is  to  remove  safely 
deleterious  substances  from  a  wound,  which,  if  allowed  to  remain, 
will  in  a  greater  or  less  degree  retard  cure,  or  even  endanger  life. 
These  substances  may  consist  of  blood,  serum,  devitalized  tissues, 
and  vital  organisms,  earlier  known  as  ferments ;  various  forms  of 
bacteria,  which  utilize  these  materials  as  food  and  reproduce  with 
a  rapidity  and  in  a  degree  almost  beyond  comprehension. 

These  growths  not  only  become  dangerous  in  themselves,  but 
they  generate  a  chemical  poison,  which  in  amount  may  be  sufficient 
to  produce  death. 

To  what  degree  are  the  living  tissues  endowed  with  a  resistant 
power  for  self-protection  from  such  danger,  is  a  question  to  be 
answered  with  difficulty,  perhaps  never  subject  to  precise  solution. 
It  is  settled  beyond  doubt  that  the  healthy  tissues  have  a  resistant 
power  to  prevent,  to  a  certain  extent,  the  invasion  of  bacterial 
infection,  and  that  this  is  in  a  more  or  less  direct  ratio  to  the 
physical  vigor  of  the  individual,  age,  condition,  etc.  It  will  also 
not  be  questioned,  that  an  occasional  bacterium  implanted  upon 
healthy  tissues  will  not  germinate,  and  it  may  be  formulated  that 
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when  the  vital  resistant  power  is  greater  than  that  of  the  foreign 
element  the  latter  will  not  thrive.  Such  illustrations  are  often 
met  in  wounds  subject  to  local  infection  only,  where  the  recovery  is 
slow  and  the  resulting  abscess  causes  the  expulsion  of  the  foreign 
material,  healthy  granulating  cells  at  length  filliug-in  and  uniting 
the  tissues.  It  is  also  clearly  established  that  this  same  vital  force 
is  quite  capable  of  dealing  with  and  in  the  end  utilizing  for  repair 
considerable  effusions  of  blood  and  serum,  as  well  as  broken-down 
tissues,  as  is  so  often  seen  in  subcutaueous  wounds,  simple  fractures, 
and  other  severe  injuries.  However,  change  the  conditions,  by  the 
introduction  of  a  micrococcal  infection,  as  in  a  compound  fracture, 
and  no  longer  is  this  same  resistant  power  able  to  save  the  general 
organism  from  serious  danger ;  death  results  from  septic  poisoning. 

From  this  brief  review  of  well-known  facts,  it  is  obvious  that 
the  real  object  of  drainage  is  not  so  much  the  removal  of  the  serum, 
blood,  and  devitalized  tissues,  as  it  is  to  remove  any  possible  bacte- 
rial infection  which  may  have  invaded  the  wound ;  for  it  is  quite 
impossible  to  divide  and  rejoin  tissues  without  the  effusion  of 
blood  and  serum,  and  in  a  greater  or  less  degree  devitalizing  the 
adjacent  structures. 

Since  these  are  very  important  factors,  it  is  of  the  first  considera- 
tion on  the  part  of  the  surgeon,  that  he  minimize  as  much  as  possi- 
ble these  conditions,  for  the  reason  that  they  render  it  very  probable 
that  the  introduction  of  bacterial  seed  into  such  a  soil  will  be  fol- 
lowed by  direful  results. 

Is  the  present  state  of  operative  procedures  sufficiently  accurate 
to  warrant  the  assurance  that  such  complications  are  not  to  super- 
vene ?  This  is  the  question  which  must  first  be  satisfactorily 
answered  before  we  are  in  a  position  to  determine  at  all  positively 
when  we  are  to  use,  if  always,  or  not  at  all,  the  drainage-tube,  in 
the  hope  thereby  to  remove  the  fermenting  material,  so  dangerous  if 
allowed  to  remain. 

It  is  certainly  clear  that  the  experience  of  the  last  twenty  years 
has  been  leading  to  the  solution  of  this  problem,  until  now  it  seems 
demonstrated  beyond  a  doubt,  that  an  aseptic  wouud  may  be  made 
in  aseptic  tissues,  and  maintained  aseptic  until  restoration  is  com- 
plete. If  this  is  true,  the  modus  operandi  of  modern  wound-treat- 
ment must  be  mastered  as  the  ritual  service  of  a  higher  religion, 
before  the  surgeon  is  competent  to  enter  upon  the  serious  responsi- 
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bilities  of  his  office.  This  portion  of  the  subject  would  lead  me 
too  far  from  the  theme  of  present  consideration,  but  fortunately  the 
members  of  this  Association  need  little  instruction  in  this  direction. 

If  aseptic  conditions  are  maintained,  then  we  may  safely  conclude 
that  the  drainage  of  the  wound  will  not  be  necessary,  and  if  un- 
necessary, certainly  undesirable.  At  the  best  the  drainage-tube  is  a 
foreign  body,  and  its  presence  in  the  wound  prevents  primary  union 
of  that  portion  of  the  tissues  which  enclose  it. 

It  keeps  the  wound,  to  a  certain  extent,  au  open  one,  aud  as  such 
makes  secondary  infection  so  probable  that  the  most  careful  anti- 
septic dressings  are  advised,  to  absorb  and  disinfect  secretions  and 
prevent  atmospheric  contamination. 

In  an  aseptic  wound,  after  the  removal  of  the  tube  ,the  final 
closure  of  the  tract  is  comparatively  slow,  and  by  granulation. 
These  are  well-recognized  objections,  and  efforts  have  been  made  to 
overcome  them  by  many  ingenious  devices  The  decalcified  bone 
drainage-tubes  are  of  service  to  this  end,  since,  after  serving  the 
purpose  of  a  drain  for  a  time,  they  softeu,  and,  as  broken-down 
material,  escape  into  the  dressings. 

A  modification  of  these  tubes  has  been  made  by  Dr.  Weeks,  of 
Portland,  Maine,  possessing  certain  advantages  over  bone,  in  the 
use  of  the  arteries  from  animals  which  have  been  aseptically  pre- 
pared. They  serve  an  excellent  purpose  where  such  devices  are 
required. 

If  drainage  is  to  be  discontinued  in  aseptic  wounds,  it  must  be 
accepted  that  the  greatest  care  must  be  exercised  in  leaving  as  little 
devitalized  tissues  as  possible,  and  in  evenly  coaptating  the  divided 
parts.  The  wound  should  be  clean  and  dry ;  the  different  layers 
of  the  tissues  should  be  joined  with  as  little  injury  as  possible,  and 
the  external  wound  protected  from  infection. 

This  I  have  found  best  carried  into  effect  by  irrigation,  a  mini- 
mum of  sponging,  and  joining  of  the  tissues  by  light,  running, 
buried  animal  sutures,  preferably  tendon.  The  skin  is  evenly 
coaptated  by  a  similar  suture,  taken  from  within  outward  through 
the  deeper  layer  only. 

Then  the  wouud  is  sealed  with  a  germ-proof  layer  of  iodoform 
collodion  reinforced  by  a  few  fibres  of  cotton.  Such  wounds  go 
on  rapidly  to  repair  without  edema  of  the  tissues,  pain,  or  tender- 
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ness;  the  resultant  cicatrix  is  minimized — of  much  importance  in 
facial  wounds — often  after  some  weeks  scarcely  to  be  recognized. 

Are  all  aseptic  wounds  to  be  thus  treated?  I  unhesitatingly 
say  yes,  even  to  the  major  amputations ;  abdominal  operations 
included. 

Can  such  large  wounds  be  made  and  maintained  aseptic  ?  With- 
out a  doubt,  as  experience  abundantly  proves.  The  affirmative  to 
such  important  questions,  however,  is  undoubtedly  to  be  maintained 
only  by  the  most  scrupulous  of  aseptic  measures. 

When  in  doubt,  it  may  be  better  to  drain  large  wounds,  but  I 
cannot  myself  question  that  he  who  uses  the  drainage-tube  in  asep- 
tic wounds,  unconsciously  however  it  may  be,  thereby  in  a 
measure,  at  least,  confesses  his  lack  of  confidence  of  his  belief  in, 
and  ability  to  maintain,  an  aseptic  condition  of  wounds. 

The  wound,  which  is  cleansed  with  difficulty  from  blood,  or 
where  there  may  be  possibly  unsecured  bleeding  points,  may  become 
an  exception  to  the  above  rule,  even  if  aseptic ;  but  here  the  drain- 
age-tube, when  used,  is  for  quite  another  purpose  ;  namely,  to  point 
out  secondary  hemorrhage,  as  after  severe  abdominal  operations 
with  many  injured  vessels.  I  cannot  myself,  however,  doubt  that 
it  is  far  better  to  use  especial  precautions  to  control  hemorrhage 
before  the  closure  of  the  wound,  rather  than  rely  upon  such  an 
imperfect  indicator  of  such  a  complication. 

As  a  matter  of  fact,  I  find  in  my  last  forty  abdominal  sections  I 
have  not  once  used  drainage,  and  have  noted  no  reason  to  regret 
not  employing  it. 

In  septic  wounds  we  have  entirely  other  conditions,  and  here  we 
shall  find  abundant  reason  for  the  use  of  drainage.  In  an  abscess 
as  an  illustration,  the  proliferated  wall  of  protective  cells  is  often 
invaded  by  colonies  of  bacteria,  and  the  washing  with  antiseptic 
solutions  is  not  sufficient  to  destroy  fermentation.  Here  it  is  of 
much  importance  to  remove  as  rapidly  as  possible  the  albuminoid 
secretions  and  broken  debris,  to  allow  the  cavity  to  contract;  and 
when  this  takes  place,  the  surrounding  tissues  rapidly  become  of 
increased  vitality,  while  the  bacteria,  robbed  of  nutrition,  soon  die 
and  disappear.  When  tissues  otherwise  healthy  have  become  con- 
tain inated^by  infective  material,  as,  for  instance,  the  rupture  of  a 
pus  tube  in  the  pelvic  cavity,  we  can  never  be  certain  that  our 
antiseptic  washes,  used  at  the  time  of  operation,  have  disinfected  all 
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the  peritoneal  folds,  even  if  used  with  care.  Here  it  may  be  some- 
times wise  to  provide  for  the  retention  of  antiseptics  in  the  form  of 
iodoform-gauze  packing,  or  by  means  of  double  drainage-tubes  to 
be  prepared  for  further  irrigation. 

The  irritation  which  follows  severe  operations  will  cause  serous 
effusions,  and  this,  with  the  blood  and  dead  tissues  always  present 
to  some  degree,  will  furnish  abundant  pabulum  for  bacterial 
growth. 

Here  it  is  important  not  only  to  use  a  drainage-tube,  but  to  be 
explicit  in  the  care  of  the  same  for  the  first  two  days  after  the 
operation.  Properly  used,  it  should  be  long  enough  to  reach  to 
the  bottom  of  the  cavity — if  the  pelvis,  to  the  posterior  cul-de-sac. 
It  should  contain  lateral  openings,  and  the  attendant  in  charge 
should,  for  the  first  hours,  empty  the  same  every  few  minutes  by 
the  syringe,  or  the  use  of  absorbents — cotton  on  wire  gently  used 
answering  every  purpose.  This  makes,  as  it  were,  a  continuous 
flow  toward  the  bottom  of  the  drain  and  removes  the  fluids  before 
time  for  fermentation  has  elapsed.  After  twenty-four  hours  the 
quautity  will  have  greatly  diminished,  and  a  capillary  drain  of 
gauze  will  be  sufficient,  changed  occasionally.  It  is  better,  when  all 
goes  well,  to  remove  the  tube  by  the  third  day.  Occasionally 
small  portions  of  omentum  are  drawn  into  the  openings  of  the 
drainage-tube  by  the  suction,  and  thus  closure  takes  place,  but 
rotation  of  the  tube  is  quite  sufficient  to  disengage  them.  When 
tubes  are  used,  antiseptic  absorbent  dressings  are  of  importance, 
and  position,  as  far  as  possible,  should  be  made  available  in  aiding 
the  outflow  of  the  secretions. 

If  the  conclusions  arrived  at  above  are  correct  and  based  upon 
scientific  data,  in  what  way  are  we  able  to  explain  the  great  differ- 
ences of  opinion  and  practice  at  the  present  ? 

At  the  late  International  Congress  in  Berlin,  both  Mr.  Tait  and 
Dr.  Bautock  expressed  their  disbelief  in  germs  as  an  important  factor 
in  wound-treatment,  while  they  strongly  urged  the  importance  of 
the  early  and  rapid  removal  of  blood,  serum,  and  devitalized  tissues 
from  wounds.  On  this  account  they  not  only  use  drainage-tubes  as 
a  common  rule,  but  predicted  their  more  general  adoption  in  the 
early  future.  Mr.  Tait  emphasized,  very  properly,  the  power  of 
the  tissues  to  protect  themselves,  when  vitalized,  if  placed  in 
favorable  conditions,  and  I  take  the  greatest  pleasure  in  seconding 
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his  views.  To  use  an  illustration  drawu  from  agriculture,  I  hold 
that  the  proper  care  of  the  soil  is  important;  while  I  trust  he  will 
not  be  forgetful  of  the  seed,  which  is,  after  all,  the  most  important 
factor  in  the  direful  harvest. 

The  conditions  for  growth  must  be  fitting.  To  destroy  weeds, 
as  well  as  to  grow  the  grain,  a  primal  knowledge  of  their  reproduc- 
tion is  necessary.  As  well  think  of  reading  an  essay  upon  agri- 
culture over  a  peck  of  corn  poured  upon  Boston  Common,  and 
expect  an  abundant  harvest,  as  to  look  confidently  for  good  results 
in  wound-treatment  without  a  knowledge  of  all  its  possible  factors. 

The  seed  and  the  soil,  and  the  varying  conditions  of  each,  must 
ever  be  kept  in  consideration.  When  in  doubt  of  infection  in  a 
wound,  especially  when  its  character  will  be  likely  to  be  attended 
with  an  abundant  albuminoid  secretion,  drain  ;  but  let  the  surgeon 
ever  remember  that  the  highest  theoretic  condition  of  wounds,  is 
their  restoration,  as  nearly  as  possible,  to  the  normal  relation  of  the 
tissues,  and  their  retention  at  rest  in  an  aseptic  condition. 

This,  in  a  great  majority  of  wounds,  renders  drainage  not  only 
unnecessary,  but  when  applied,  it  will  be  a  positive  detriment  and  a 
source  of  danger. 

Complete  closure  of  an  aseptic  wound  by  aseptic  buried  animal 
sutures,  retained  at  rest  by  a  germ-proof  dressing,  comes  nearer  to 
the  ideal  than  any  method  yet  advised. 

There  is  no  fear  of  hemorrhage  in  an  aseptic  wound  thus  closed. 
There  is  no  further  danger  from  infection,  clumsy  antiseptic 
dressings  are  entirely  avoided,  little  subsequent  care  is  requisite  on 
the  part  of  the  surgeon  or  attendant ;  and  the  patient  is  relieved 
of  fear  from  subsequent  suffering  in  the  removal  of  stitches,  is  free 
from  pain,  and  goes  on  to  a  rapid  convalescence. 

I  am  assured  that  the  better  knowledge  of  the  conditions  of 
wounds  will  restrict  the  use  of  the  drainage-tube  to  septic  wounds, 
and  that  operative  wouuds  in  aseptic  tissues  will  be  aseptically 
maintained  by  primary  closure  without  drainage. 
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In  presenting  this  paper,  my  object  is  not  so  much  to  enrich  our 
fund  of  gynecological  lore  as  to  call  attention  to  a  much-neglected 
organ.  The  tubes  and  ovaries  are  at  present  monopolizing  the 
attention  of  the  gynecological  world. 

The  spleen  is  certainly  deserving  of  more  attention  from  gyne- 
cology than  it  has  received,  for  this  is  almost  nil.  I  have  looked 
over  work  after  work  of  our  most  eminent  authors,  and  it  is  rarely 
that  I  find  Spleen  in  the  index.  It  may  be  mentioned  incidentally 
while  discussing  ovarian  tumors,  in  order  to  warn  one  from  con- 
fusing the  two,  but  this  is  all. 

That  the  great  reservoir  and  manufactory  of  blood  should  not 
influence  the  sexual  organs,  and  vice  versa  the  sexual  organs  the 
spleen,  is  hardly  comprehensible.  This,  I  should  judge,  would  be 
especially  the  case  in  woman.  The  monthly  plethora,  the  monthly 
flow,  must  have  its  influence  on  this  great  organ.  The  works  on 
surgery  in  which  the  spleen  is  mentioned  content  themselves  with 
mentioning  the  methods  of  operating  and  the  results.  The  cause 
of  the  enlargement,  if  stated,  is  leucemia  or  malaria.  The  sex  of 
the  patient  is  not  generally  given  in  the  collated  cases.  A  few  cases 
of  hypertrophy  occurring  in  woman,  without  assignable  cause,  I 
have  found  in  the  following  mentioned  works.  In  none  of  the 
recorded  cases  do  I  find  suppression  of  menstruation  stated  as  the 
primary  cause  of  the  hypertrophy.  The  works  from  which  I  have 
received  the  most  assistance  in  my  search  are  :  Zur  Splcnotomie, 
Otto  Thiele,  Dortmund,  1886  ;  De  la  Splenedomie,  par  le  Dr.  Eru. 
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Barrault,  1876;  Ziemsseu's  Encyclopedia;  and  the  "  Report  of  a 
Case  of  Splenectomy  for  Wandering  Spleen,"  by  Dr.  McCann,  of 
Pittsburg. 

It  is  to  call  out  the  experience  of  the  profession,  and  to  direct 
their  attention  to  the  possible  part  played  by  the  spleen  in  the 
various  anomalies  of  the  female  sexual  organs,  that  I  venture  to 
write  this  paper.  I  shall  first  relate  a  case  by  which  my  attention 
was  first  called  to  this  subject ;  then  I  shall  quote  those  reported 
cases  of  splenectomy  which  throw  light  on  this  subject;  and,  finally, 
report  a  case  on  which  I  performed  splenectomy  for  dislocation,  with 
a  short  reference  to  the  symptomatology  of  splenic  troubles.  The 
cases  of  leucemic  spleen  in  woman,  although  originating  often  from 
causes  belonging  to  the  domain  of  gynecology,  I  shall  not  mention. 

The  case  which  called  my  attention  to  this  subject  happens  to  be 
the  one  which  I  presented  to  this  Association  two  years  ago  as 
excision  of  the  uterine  appendages  : 

Operation  in  December,  1887.  The  patient,  for  about  seven  months  after 
the  operation,  had  a  monthly  recurrence  of  severe  headache,  a  feeling  of 
fulness  and  oppression  about  the  heart  and  abdomen,  and  even  great  sensi- 
tiveness over  the  abdomen.  I  found  that  the  only  way  to  relieve  these 
symptoms  was  by  phlebotomy.  This  I  practised  regularly  for  seven  months, 
then  at  gradually-increasing  intervals,  with  complete  return  to  health,  with 
the  exception  of  a  steady  ache  over  the  right  kidney.  During  1889  she  was 
bled  twice :  once  in  March,  and  again  in  August.  During  October  she 
probably  passed  a  renal  calculus.  On  October  27th  she  had  a  severe  attack 
of  follicular  tonsillitis,  from  which  she  promptly  recovered.  I  next  saw  the 
patient  on  December  13th,  when  she  stated  that  one  month  previously  she 
had  experienced  a  sudden  severe  pain  just  below  the  ensiform  cartilage. 
This  continued  for  one  week.  For  two  days  she  vomited  frequently.  At 
this  time  she  first  noticed  an  indurated  condition  of  the  abdomen,  extending 
low  down.  She  has  lost  flesh  and  color,  and  has  indigestion.  Urination  and 
urine  normal.  She  has  had  no  malaria  or  other  sickness.  On  examination, 
I  found  a  very  much  enlarged  spleen,  which  extended  over  into  the  right 
hypochondriac  region,  and  about  two  inches  below  the  umbilicus.  This  was 
examined  by  several  able  men,  and  we  all  agreed  that  it  was  an  enlarged 
spleen.  I  was  unable  to  account  for  this  enlargement,  otherwise  than  by 
the  theory  that  the  vascular  system  was  over-burdened  with  blood  which 
should  have  been  lost  by  menstruation,  and  which  for  a  long  time  had  been 
removed  by  venesection,  and  that  the"  spleen,  as  the  natural  reservoir,  had 
been  distended  by  the  reception  of  this  surplus.  The  patient  looking  badly, 
I  did  not  want  to  bleed  her.  She  was  put  on  large  doses  of  muriate  of 
ammonium  and  quinine.  I  discussed  her  case  before  the  St.  Louis  Obstetrical 
and  Gynecological  Society,  but  failed  to  elicit  any  light  on  the  subject.  The 
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tumor  perhaps  diminished  a  little  by  January  16th,  but  as  the  patient  was 
suffering  severely  from  headache,  vomiting  spells,  and  pain  in  the  region 
of  the  stomach,  I  bled  her  again  on  this  date,  taking  ten  ounces. 

When  next  seen,  on  January  24th,  the  patient  reported  t  hat  the  headache, 
pain,  and  vomiting  had  ceased  promptly  after  the  bleeding.  She  had  "la 
grippe  "  in  the  meantime. 

The  tumor  has  receded  from  one  inch  to  one-half  inch,  and  is  no  longer 
sensitive. 

February  12.  The  patient  has  suffered  for  several  days  with  pain  and 
nausea  (no  vomiting).  The  tumor  has  regained  its  original  volume  ;  removed 
ten  ounces  of  blood. 

28<A.  The  tumor  is  two  inches  smaller.  The  pain  was  relieved  to  a  great 
extent  after  the  last  bleeding,  but  for  the  past  week  has  been  severe.  No 
vomiting.    Appetite  good. 

March  15.  For  the  past  week  the  pain  has  been  much  worse  ;  nausea. 
The  tumor  has  increased  in  size,  extending  perhaps  one  and  one-half  inches 
lower,  and  more  to  the  right.  The  bleeding  bringing  only  temporary  relief, 
I  began  to  use  electricity.  At  first  galvanic  interrupted,  seventeen  Leclanche 
cells  being  used  ;  later,  the  induced  current.  I  was  compelled  to  bleed  occa- 
sionally. No  medicine.  The  patient  improved  much,  the  tumor  being  two 
inches  smaller.    The  patient  is  now  working. 

June  12.  The  patient  has  suffered  much  during  the  past  five  days.  Tumor 
larger  than  ever. 

I  quote  this  history  at  some  length,  that  you  may  judge  for  your- 
selves the  effect  of  the  bleeding  on  this  spleen.  It  was  much 
against  my  inclination  that  I  bled  this  patient,  as  her  appearance 
was  not  that  of  florid  health.  The  woman  remarked  to  me  that 
she  had  never  yet  failed  to  feel  relieved  by  the  bleeding.  Some- 
times the  relief  was  within  half  an  hour.  The  above  patient  was 
not  of  an  imaginative  or  complaining  turn  of  mind.  She  has  been 
from  under  my  observation  this  past  summer  (trying  the  faith-cure). 
I  have  heard  that  she  states  that  she  is  better,  but  her  associates 
say  she  is  not.  I  could  easily  have  removed  the  spleen  in  this  case, 
but  was  averse  to  doing  it,  as  I  looked  on  the  enlargement  as  con- 
servative, and  I  feared,  if  I  removed  the  organ,  that  some  other 
less  able  to  bear  the  strain  would  suffer.  This  patient  had  all  the 
symptoms  of  the  menopause.  I  will  say  that  I  believe  an  occa- 
sional bleeding  would  benefit  most  cases  of  artificial  menopause,  and 
perhaps  save  the  patient  from  many  of  the  nervous  affections  often 
characterizing  this  period.  Among  all  the  measures  advocated  for 
the  relief  of  this  condition,  I  have  looked  in  vain  for  phlebotomy. 

Now,  in  regard  to  the  above  case,  did  the  removal  of  the  append- 
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ages  and  cessation  of  menstruation  play  any  part  in  the  splenic 
enlargement,  and,  if  not,  what  was  the  cause?  There  was  certainly 
no  manifestation  of  malaria.  Infectious  diseases,  such  as  puerperal 
septicemia,  typhoid  fever,  and  other  general  diseases  do  apparently 
cause  enlargement  of  the  spleen.  Whether  tonsillitis  can  do  so  or 
not  I  am  unable  to  say,  but  do  not  think  it  probable — certainly  not 
such  an  enlargement  as  was  here  present.  I  still  think  the  enlarge- 
ment was  due  to  suppression  of  menstruation,  the  habit  or  necessity 
therefor  not  being  completely  extinguished.  My  attention  not 
having  been  called  to  this  condition  long,  I  cannot  state  whether  it 
is  customary  for  the  spleen  to  enlarge  after  removal  of  the  append- 
ages or  not.  This  is  one  point  to  which  I  wish  to  call  the  attention 
of  the  profession.  In  Ziemssen  I  find  recorded  a  case  observed 
by  Dietle,  of  Vienna.  This  was  a  case  of  enlarged  dislocated  spleen 
obstructing  labor.  There  is  no  previous  or  subsequent  history 
given.  The  woman  passed  out  of  Dietle's  observation,  aud  prob- 
ably died ;  otherwise  her  case  would  have  been  recorded.  At  the 
present  time  this  case  would  have  been  highly  prized  by  the  sur- 
geon, as  offering  an  opportunity  for  a  unique  operation. 

Among  the  cases  of  excision  of  the  spleen  recorded,  are  the  fol- 
lowing, in  which  anomalies  of  menstruation  are  noted.  I  will  say 
here  that  these  are  not  selected,  but  include  all  of  those  in  which 
menstruation  is  mentioned  : 

Case  of  Quittenbaum.  Woman,  twenty-two  years  of  age  ;  married  fifteen 
months.  Menstruation  regular,  and  general  health  good  before  marriage. 
Menstruation  was  suppressed  for  nine  months,  during  which  time  the  abdo- 
men increased  in  size.  The  patient  believed  herself  pregnant,  but  observing 
that  she  had  passed  beyond  her  time  she  consulted  Quittenbaum.  Quitten- 
baum made  a  diagnosis  of  hypertrophy  of  the  spleen,  ascites,  and  edema  of 
legs.  Splenectomy  was  performed.  Unfortunately  the  tail  of  the  pancreas 
was  included  in  the  ligature.  The  patient  died  in  six  hours,  and  was  found 
to  have  had  atrophic  cirrhosis  of  the  liver. 

Peans  Second  Case.  Woman,  aged  twenty-seven  years ;  married  at  sev- 
enteen years  of  age,  before  menstruation  had  commenced.  She  menstruated 
but  once  before  becoming  pregnant.  She  had  only  menstruated  eight  times 
during  seven  years.  Had  had  four  pregnancies  ;  the  first  a  miscarriage  at 
four  months,  another  miscarriage,  and  two  full-term  children.  All  of  the 
children  died  of  convulsions.  Within  the  last  fifteen  months  before  the 
patient  came  under  Pean's  care  she  had  menstruated  only  six  times.  The 
patient  did  not  live  in  a  malarious  country,  and  had  not  had  intermittent 
fever.    No  serious  prior  illness.    The  tumor  was  noticed  eighteen  months 
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before  coming  under  observation,  at  which  time  it  was  of  the  size  of  an  egg, 
low  down,  aud  sensitive  on  pressure.  For  a  long  time  the  patient  had  had 
a  feeling  of  weight  and  discomfort  in  the  left  hypochondrium.  At  times 
she  had  severe  attacks  of  pain,  anorexia,  and  frequent  vomiting,  which  was 
renewed  on  the  least  sudden  movement.  She  had  frequent  paroxysmal 
cough  and  hematemesis.  Cough  was  thought  to  be  of  gastric  origin.  The 
urine  was  dark,  and  sometimes  contained  blood-corpuscles.  Much  dysmen- 
orrhea. During  the  catamenia  the  tumor  increased  in  size,  and  a  new 
paroxysm  of  pain  would  occur.  At  the  same  time  hemorrhage  from  the 
mouth,  bladder,  or  intestines  would  reappear  or  increase  in  severity.  Great 
depression,  dyspnea,  even  orthopnea  and  suffocation.  This  condition  would 
last  two  or  three  days  (once  it  lasted  a- week).  She  is  never  free  from  pain 
during  intermenstrual  period. 

There  was  found  by  Pean  a  hard  mobile  fleshy  tumor  filling  the  whole 
abdomen,  with  the  exception  of  the  hypochondriac  regions  and  the  pelvis. 
The  patient,  when  seen  two  months  later,  was  much  worse,  very  much  de- 
pressed, and  desperate.  At  this  time  the  tumor  protruded  somewhat  into 
the  pelvis  in  front  of  the  uterus.  The  uterus  was  movable,  and  there  was 
no  depression  of  Douglas's  cul-de-sac.  Nothing  was  found  in  the  ovarian 
regions.  The  tumor  was  difficult  to  reach  per  vaginam.  The  tumor  had  a 
well-marked  border  to  the  right,  but  the  division  into  lobes  had  disappeared. 

Pean  removed  the  spleen,  and  the  patient  promptly  recovered  from  the 
operation.  The  following  observations  were  made  probably  three  and  a  half 
months  after  the  operation.  General  condition  is  good.  The  dusky  hue  of 
the  skin  had  disappeared.  Patient  had  become  fatter.  Appetite  not  very 
good.  Often  torpid  after  meals.  Vomits  occasionally.  Has  frequent  pal- 
pitation and  occasional  dyspnea.  Menstruation  has  not  yet  appeared.  For 
the  first  time  in  her  life  the  patient  has  leucorrhea,  which  lasted  for  a  few 
days.  Her  mental  condition  is  not  good.  Has  frequent  neuralgias.  Blood 
normal. 

Martin's  Case  (Berlin).  Hypertrophic  wandering  spleen  in  a  woman.  No 
menstrual  history  given.  The  symptoms  calling  for  the  operation  were 
severe  pain  preventing  sleep  and  appetite.  The  spleen  was  removed,  sub- 
sequent to  which  there  was  no  pain  or  dyspepsia. 

Billroth? s  Case.  Woman  ;  a  movable  spleen  becoming  enlarged  [probably 
leucemic — F.  A.  G.].   Death  after  one  hour  from  hemorrhage. 

Czerny's  Case  (1878).  Woman  ;  hypertrophied  wandering  spleen.  The 
indications  for  the  operation  were  disturbances  of  digestion,  anomalies  of 
menstruation,  and  rapid  growth  of  the  tumor.  Duration  of  tumor  four 
months.  The  patient  still  had  hysterical  spells,  often  daily,  the  same  as  she 
had  had  for  the  preceding  five  years.  These  spells  were  attended  with  chilli- 
ness and  pain  in  the  lower  portion  of  the  body,  headache,  dizziness,  suffoca- 
tion, and  faintness  to  unconsciousness.  She  improved  under  bromide  of 
potash. 

Czerny's  Second  Case.  Woman,  hypertrophy  supposed  to  be  malarial. 
Perhaps  it  was  leucemic ;  death  in  a  few  hours. 
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Case  of  Alonzo.  Hypertrophied  wandering  spleen.  Sex  is  not  stated,  but 
from  the  observation  that  the  tumor  projected  into  the  pelvis  and  leaned 
against  (.he  pubis,  I  judge  that  it  was  a  woman.  There  was  no  malaria  or 
leucemia.  No  menstrual  history  given.  The  tumor  had  existed  for  two 
years.  The  indications  for  the  operation  were  terrible  pain,  ascites,  and 
increasing  anemia.    Death,  from  shock  probably. 

Case  of  Cheorleoni,  1881.  Woman;  hypertrophy  from  malaria.  The 
indications  for  operation  were,  unbearable  pain,  increasing  anemia,  edema, 
hectic  fever,  and  a  desire  for  the  operation.    Death  from  hemorrhage. 

Langenbeclc  s  Case.  Girl ;  hypertrophy.  No  menstrual  history  or  cause 
assigned  for  the  enlargement.  The  indications  for  the  operation  were,  pain 
and  unbearable  dyspnea,  also  a  desire  for  the  operation.  Death  from  hem- 
orrhage. 

Before  reporting  my  own  case  of  splenectomy  and  Dr.  McCann's, 
which  were  dislocations,  and  do  not  bear  directly  on  the  above  sub- 
ject, I  will  quote  some  of  the  remarks  I  have  found  in  Ziemssen 
on  the  causation  of  splenic  tumors,  also  some  remarks  of  Thiele, 
deduced  from  his  researches. 

Thiele  mentions  among  the  diseases  causing  splenic  tumors,  sup- 
pression of  menstruation  and  bleeding  from  piles.  The  symptoms 
are  vomiting,  difficulty  of  respiration,  dyspepsia,  unbearable  pain, 
also  low  spirits  and  disturbances  of  the  mind.  Operation  is  to  be 
recommended  for  wandering  spleen  on  account  of  the  unfavorable 
effect  of  this  condition  on  the  general  organism.  Binders  and  belts 
are  to  be  tried. 

The  following  is  from  Mosler  (Ziemssen's  Encyclopedia):  "De- 
rangements of  the  generative  functions  in  the  female  sex  have  no 
inconsiderable  influence  on  the  occurrence  of  this  disease  (viz.  leu- 
cemia). Actual  leucemia  was  noticed  a  short  time  after  delivery 
in  the  observations  of  Bennett,  Vidal,  Virchow,  and  Leudet.  I 
observed  au  exceedingly  well-marked  case  after  several  miscarriages 
and  difficult  labor ;  another  in  consequence  of  a  suppression  of  the 
menses  from  cold.  Among  the  twenty-one  cases  of  leucemia  in 
women  which  have  come  under  my  notice,  there  are  in  all  sixteen 
in  which  disorders  in  the  activity  of  the  generative  organs  have 
occurred." 

Mosler,  among  the  causes  of  splenic  enlargement,  mentions  ab- 
dominal obstructions,  anomalies  of  menstruation,  psychical  influ- 
ences, syphilis,  intermittent  and  infectious  diseases. 

Mosler  further  says :  "  Disturbances  of  the  sexual  functions  in 
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the  female  sex  have  an  unmistakable  influence  on  the  existence  of 
splenic  tumors ;  there  is  consequently  a  distinct  call  on  gynecology 
to  direct  its  attention  to  the  changes  of  the  spleen  in  diseases  of  the 
female  generative  organs.  If  in  such  cases  a  tumor  of  the  spleen 
can  be  detected  at  the  same  time,  with  slight  increase  of  the  white 
corpuscles,  the  possibility  of  a  leucemia  in  the  formative  stage  may 
be  suspected  and  an  energetic  treatment  of  the  splenic  trouble  com- 
menced." 

Mosler  here  has  in  mind  the  causative  relation  of  menstrual  and 
uterine  disorders  to  leucemia. 

Puerperal  septicemia  is  given  by  Mosler  as  a  frequent  cause  of 
leucemic  hypertrophy. 

The  following  case  of  extirpation  of  the  spleen  is  interesting 
from  a  gynecological  standpoint  for  several  reasons  : 

First.  Because  it  was  a  wandering  spleen,  which  condition  has,  I 
believe,  never  been  demonstrated  in  a  man. 

Second.  From  its  simulating,  in  some  respects,  an  ovarian  tumor; 
and,  lastly,  from  its  location  in  the  true  pelvis. 

The  patient,  Miss  Gr.  E.,  native  of  Missouri,  aged  twenty-three  years,  came 
into  my  wards  at  the  St.  Louis  Mullanphy  Hospital,  March  30,  1890.  She 
had  been  perfectly  healthy  until  last  fall,  when  she  began  to  lose  strength, 
apparently  without  cause.  About  December  she  began  to  experience  pain  in 
the  right  side,  in  the  spine,  high  up,  and  occasionally  over  the  right  scapula. 
During  this  month  she  went  to  a  dance  and  felt  much  worse  afterward.  One 
week  later  she  had  nervous  spells — probably  neuralgia.  Since  December  she 
has  had  spells  of  intense  nervousness.  Her  limbs  would  tremble  and  she 
would  be  barely  able  to  stand.  She  has  at  present  dyspnea  and  anorexia. 
No  true  indigestion.  She  feels  bloated  but  does  not  belch.  The  bowels  and 
chest  seem  normal.  Temperature  99.2°  ;  pulse  92.  She  has  passed  scarcely 
any  urine  for  the  past  twenty-four  hours,  and  what  passes  is  full  of  urates. 
Four  days  later  she  passed,  after  using  diuretics,  a  large  quantity  of  colorless 
urine. 

April  22.  Examined  under  ether.  The  color  of  vagina  and  cervix  uteri 
normal.  The  body  of  the  uterus  is  slender  and  can  be  easily  outlined.  The 
direction  is  sharply  to  the  right.  Depth  is  three  inches.  What  seems  to  be 
the  left  ovary  is  near  the  brim  of  the  pelvis  to  the  left,  and  is  removed  an 
extraordinary  distance  from  the  uterus. 

There  is  a  mass  filling  the  true  pelvis  which  pushes  the  uterus  to  the  right 
and  anteriorly.  This  mass  is  very  irregularly  lobulated  and  firm  like  a  fibroid. 
It  is  not  intimately  connected  with  the  uterus.  There  is  a  perceptible  space 
between  the  uterus  and  the  tumor,  but  they  seem  connected  by  the  broad 
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ligament.  The  tumor  is  about  the  size  of  a  very  large  orange,  and  can  be 
raised  high  out  of  the  pelvis. 

I  took  this  tumor  to  be  an  unusual  variety  of  fibroid  of  the  ovary,  and  hence 
tried  galvanic  electricity,  but  not  with  much  expectation  of  benefit  resulting. 
Ergot  was  also  administered.  The  strength  of  current  used  was  from  150  to 
190  milliamperes  for  from  five  to  seven  minutes,  +  vagina,  —  abdomen. 

May  5.  Patient  has  less  pain  and  tumor  seems  smaller. 

8th.  Sensitive  in  right  ovarian  region.    Menses  have  begun. 

llth.  Catamenia  has  ceased. 

13th.  The  tumor  is  much  larger.  It  is  projecting  out  of  the  pelvis  and  is 
not  so  firm  as  at  first. 

lbth.  The  tumor  is  probably  three  times  the  size  when  first  examined. 

An  operation  was  now  advised  on  account  of  the  rapid  growth  of  the 
tumor. 

22c?.  I  opened  the  abdomen  in  the  median  line,  and  discovered  the  tumor 
to  be  an  enlarged  spleen  impacted  in  the  pelvis.  It  was  ouly  after  much  ex- 
ertion that  I  succeeded  in  extracting  this  without  perforating  it.  There  was 
a  broad  pedicle  coming  down  from  the  epigastrium.  I  replaced  the  spleen 
in  its  normal  position,  hoping  that  there  would  be  enough  adhesive  inflam- 
mation following  the  operation  to  fix  it.  There  was  no  peritonitis,  and  the 
patient  made  a  very  rapid  recovery. 

June  3.  The  patient  says  that  she  began  to  feel  yesterday  as  she  did  before 
the  operation.  She  has  very  little  pain,  but  has  an  uncomfortable  sensation 
in  her  back  extending  upward  to  her  shoulder.  She  also  feels  more  nervous. 
An  examination  per  vaginam  shows  the  spleen  well  down  in  the  pelvis,  but 
not  so  low  as  before  the  operation. 

The  patient  was  put  in  the  knee-chest  position,  and  with  much  difficulty 
the  spleen  was  pushed  out  of  the  pelvis.  A  soft  ring  was  introduced  into  the 
vagina. 

4th.  The  patient  complains  of  a  "  beating  "  at  the  greater  curvature  of  the 
stomach,  which  sensation  extends  over  the  chest.  She  has  also  a  sensation 
of  dyspnea,  although  her  respiration  seems  normal.  She  also  feels  as  if  some- 
thing were  wrong  in  the  pelvis.   The  tumor  is  not  so  low  as  yesterday. 

6th.  Removed  silver  sutures.   No  pus. 

18th.  Have  tried  pads  and  a  truss,  but  cannot  keep  the  spleen  out  of  the 
pelvis.  The  patient  is  losing  flesh  daily,  and  says  that  she  is  becoming 
weaker.  She  is  continually  complaining  of  an  oppression  in  breathing  and  a 
beating  or  throbbing  near  the  ensiform.  He  has  also  pain  here  which  extends 
into  the  right  shoulder  and  between  the  aDgles  of  the  scapula.  She  is  firmly 
convinced  that  nothing  will  benefit  her  but  an  operation. 

I  proceeded  to  operate,  intending,  if  possible,  to  preserve  the  organ.  My 
intention  was,  if  I  found  it  practicable,  to  fix  the  spleen  in  the  wound,  pack- 
ing the  wound  with  gauze,  so  as  to  get  a  firm  cicatrix  to  bind  the  spleen  to 
the  abdominal  wall.  With  this  object  in  view,  I  made  my  cut  three  inches 
long  and  one  inch  below  the  margin  of  the  ribs.  The  incision  was  almost 
perpendicular  to  the  linea  alba,  but  inclining  downward  a  little.    I  had  to 
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enlarge  the  opening  a  little  in  order  to  reach  low  enough,  the  spleen  being 
at  the  same  time  pushed  up  from  the  vagina  by  an  assistant.  The  spleen 
was  removed  from  the  body  in  order  to  pass  a  piece  of  split  gauze  behind  it 
by  which  it  might  be  held  while  the  stitches  were  being  passed.  The  pedicle 
was  found  twisted  one  revolution.  The  splenic  artery  was  as  large  as  a  goose- 
quill,  and  one  vein  was  almost  as  large  as  my  little  finger.  I  found  it  impos- 
sible to  sew  the  capsule  on  account  of  its  friability,  so  I  removed  the  entire 
organ,  which  was  about  three  times  the  normal  size.  The  vessels  were 
ligated  separately  with  double  ligatures.  The  pedicle  was  ligated  in  six 
parts  and  the  six  parts  were  bound  together.  The  ends  were  cauterized. 
The  whole  stump  was  now  enveloped  in  a  fold  of  the  gastro  splenic  omen- 
tum, which  was  firmly  stitched.  The  pedicle  was  returned.  The  peritoneum 
was  stitched  and  the  wound  closed  with  button-wire  sutures.  After  opera- 
tion pulse  98,  good,  and  temperature  98.8°.  7  p.m.  pulse  112,  temperature 
101.3°.    No  vomiting. 

From  now  on  to  the  29th  was  apparently  doing  well,  although  the  tempera- 
ture and  pulse  varied  continually.  They  did  not  hold  any  especial  relation 
to  one  another.  The  pulse  went  as  high  at  one  time  as  124,  with  a  tempera- 
ture of  102.5°.  This  was  the  highest  temperature  reached  and  was  caused 
by  a  stitch-hole  abscess  on  the  tenth  day.  The  next  day  the  temperature 
was  normal.  The  patient  had  at  one  time  considerable  pain  near  the  site  of 
operation  which  made  me  fear  an  abscess  was  forming  about  the  stump,  but 
this  passed  away.  She  made  a  rapid  recovery,  having  gained  much  flesh 
before  leaving  the  hospital.  She  was  inclined  to  melancholia,  although  not 
more  so  than  before  the  operation.  As  she  was  perfectly  well  otherwise,  she 
was  advised  to  go  home.1 

Among  those  present  during  the  operation  were  Drs.  E.  H.  Gregory, 
N.  B.  Carson,  assisting,  and  Dr.  Charles  Page,  U.  S.  A. 

The  only  case  similar  to  the  above  which  I  can  find  recorded  is 
the  one  reported  by  Dr.  McCann,  of  Pittsburg,  to  the  American 
Surgical  Association  in  1887.  In  this  cas  the  spleen  occupied  the 
same  location  as  in  the  above  case,  but  was  more  easily  moved. 

This  case  differed  very  much  from  my  own  in  regard  to  its 
symptomatology.  Here  there  was  no  pain,  but  violent  attacks  of 
hematemesis,  the  last  occurrence  bringing  the  patient  to  the  verge 
of  the  grave.  The  case  of  Pean,  noted  above,  was  also  character- 
ized by  violent  hemorrhages  from  the  mouth,  bowels,  and  bladder. 
As  in  my  case,  the  character  of  the  tumor  was  not  recognized  until 
laparatomy  was  done,  when  the  tumor  was  removed. 

Dr.  McCann  informs  me  that  the  patient  has  enjoyed  excellent 


1  Later,  October  5th,  the  patient  writes  me  that  she  is  gaining  rapidly  in  health 
and  spirits,  and  expects  soon  to  be  in  perfect  health  again. 
Obstet  Soc  16 
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health  since  the  operation,  being  able  to  perform  all  the  duties 
requisite  from  a  farmer's  wife.   Her  menstruation  has  been  normal. 

I  do  not  wish  to  discuss  splenic  tumors  in  general,  and  I  will 
here  only  note  the  symptoms  often  noticed  in  these  cases. 

Melancholia,  severe  pain,  dyspnea,  dyspepsia,  vomiting,  and  in 
two  cases  hemorrhages.  The  removal  of  the  spleen  does  not  seem 
to  interfere  with  the  normal  functions  of  the  body. 

In  most  of  the  cases  of  splenectomy  the  cut  has  been  made  in  the 
median  line.  In  no  case,  among  those  which  have  come  under  my 
observation,  has  the  cut  been  made  so  far  to  the  left  as  in  my  own. 
As  stated  above,  my  object  was  to  fix  the  organ  in  the  wound. 
This  I  believe  may,  in  the  future,  be  done,  and  is  the  ideal  ope- 
ration for  floating  spleen.  This  has  occurred  naturally  in  gunshot 
Wounds  of  this  organ,  and  it  was  the  knowledge  of  this  fact  which 
suggested  it  to  me.  Perhaps  a  portion  of  the  spleen  may  be  sur- 
rounded by  a  ligature  and  the  organ  held  in  place  in  this  way. 
The  portion  included  in  the  loop  will  be  sacrificed,  but  this  may 
be  better  than  removing  the  whole. 

In  none  of  the  cases  of  total  extirpation  has  it  been  possible  to 
demonstrate  that  the  body  has  suffered  from  the  removal  of  the 
spleen. 


OSTEOMALACIA  ACUTISSIMA  OF  THE  ANTERIOR 
PELVIC  WALLS  IN  A  RHACHITIC  WOMAN, 
DEVELOPING  THREE  MONTHS  AFTER 
DELIVERY.  CASTRATION. 
RECOVERY. 

By  F.  WINCKEL,  M.D., 

MUNICH,  GERMANY. 


Patient  was  born  in  1853,  in  Ober  Saal,  on  the  Danube  (Ober  Pfalz). 
Father  died  with  the  gout ;  two  sisters  died  with  pulmonary  tuberculosis, 
having  also  suffered  with  gout. 

Neither  the  patient  nor  her  guardian  can  say  whether  she  was  rhachitic, 
nor  the  time  when  the  patient  began  to  walk,  but  remember  that  the  milk 
teeth  were  soft  and  friable,  and  that  in  walking,  although  six  or  seven  years 
old,  she  frequently  stumbled  and  fell  owing  to  weakness.  At  eight  years 
of  age  she  was  taken  sick  with  measles,  but  since  then  to  the  present  time 
she  has  always  been  healthy,  although  prone  to  headaches.  Menstrual 
periods  began  in  her  sixteenth  year,  were  regular,  occurring  every  four  weeks 
and  lasting  eight  days.  She  always  lost  considerable  blood ;  never  com- 
plained of  dysmenorrhea. 

Patient  remained  at  home  until  her  twenty-fourth  year,  then  came  to 
Munich  to  seek  employment.  She  has  been  delivered  four  times  after  nor- 
mal pregnancies  by  the  aid  of  artificial  means.  Never  had  any  miscar- 
riage. During  her  second  pregnancy  she  was  troubled  much  with  vomiting  ; 
with  the  exception  of  the  last  pregnancy,  her  puerpera  have  always 
passed  off  without  any  disturbance,  being  able  to  leave  her  bed  and  attend 
to  household  affairs  on  the  sixth  or  seventh  day.  The  duration  of  labor 
was  generally  twenty-four  hours ;  the  waters  always  passed  away  with  the 
first  labor-pains.  Her  children  were  always  vigorous,  but  rather  small. 
Her  first  and  second  deliveries  (November,  1878,  boy,  living,  and  Feb- 
ruary, 1888,  boy  died  after  one  year)  were  terminated  by  forceps  operations. 
The  third  was  a  transverse  presentation,  and  version  was  necessary  to  com- 
plete the  labor.  The  child  was  born  asphyxiated,  but  through  Schultze's 
procedure  was  resuscitated.  It  died,  however,  on  the  seventeenth  day. 
The  last  delivery  (version  and  perforation  of  the  after-coming  head)  took 
place  February  2,  1890,  in  the  Royal  Woman's  Hospital.    During  her  last 
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pregnancy,  about  Christmas,  1889,  as  she  was  engaged  in  hanging  curtains, 
she  fell,  striking  the  symphysis  pubis  against  the  corner  of  a  bed.  She  ex- 
perienced a  severe  pain  which  was  of  short  duration,  and  passed  some  blood 
from  the  genital  organs. 

On  New  Year's  day,  1890,  as  she  was  leaving  the  kitchen,  she  felt  severe 
pains  in  the  left  groin,  deep  seated,  just  below  the  inguinal  region,  and 
at  every  step  she  felt  a  cutting  pain  there.  On  moving  her  left  arm  she 
experienced  the  same  sensation  in  the  left  clavicular  region.  With  much 
difficulty  she  was  able  to  reach  her  home  and  prepared  to  take  her  bed.  On 
removing  her  left  shoe  she  noticed  considerable  swelling  of  the  leg  above 
the  ankle-joint.  Summoning  a  physician,  who  diagnosticated  her  condition 
as  influenza,  she  was  directed  to  rub  her  limbs  with  warm  vinegar.  The 
clavicular  pains  disappeared  soon  afterward  and  the  inguinal  pains  also, 
but  on  trying  to  arise  the  latter  reappeared  with  increased  intensity,  so  that 
she  became  helpless  and  fell  into  an  adjacent  arm-chair.  The  swelling  of 
the  left  leg  remains  unchanged.  Disturbances  of  the  respiratory,  digestive, 
and  thermogenic  apparatus  are  wanting.  Pier  condition  continued  unvaried 
until  her  delivery  on  February  27,  1890.  The  first  labor  pains  appeared 
February  2Gth,  at  4  o'clock  P.  M.,  and  were  followed  by  rupture. of  the  bag  of 
waters.  The  labor  being  tardy,  a  physician  was  summoned  in  the  morning 
of  February  27th.  The  forceps  was  applied,  but  without  success,  and  the 
patient  was  transported  to  the  clinic  at  noon  the  same  day  (February  27,  1890). 

Her  condition  on  entering  the  clinic  was  as  follows :  Abdomen  prominent; 
umbilicus  obliterated,  pigmented  ;  strine  present. 

Circumference  of  the  abdomen  98  cm.  Distance  of  the  umbilicus  from 
pubis  24  cm.  Fundus  of  the  uterus  41  cm.  from  the  pubis.  There  is 
present  a  contracted  pelvis  of  the  second  degree,  with  asymmetry.  Spinous 
processes  23  cm.  ;  cristae  28  cm.  ;  external  conjugate  axis  18  cm.;  right 
transverse  diameter  19  cm.  ;  left  21  cm. ;  circumference  of  the  pelvis  78  cm. 

Internal  examination  shows  the  head  to  be  in  the  second  position  right 
occipito  anterior.  The  head  was  not  yet  engaged  ;  the  sagittal  suture  was 
transverse;  the  cervix  was  fully  dilated.  Fetal  heart  sounds  13:  13:  13: 
very  weak,  with  greatest  intensity  at  a  point  to  the  right  and  a  little  below 
the  umbilicus. 

External  manipulation  showed  the  beginning  formation  of  a  contraction 
ring  about  a  hand's  breadth  above  the  symphysis  pubis.  Regarding  this  with 
suspicion,  it  was  decided  to  perform  version  in  order  to  complete  delivery. 
Under  chloroform  narcosis  the  head  was  pushed  to  the  right  and  the  right 
leg  brought  down.  Not  being  able  to  engage  the  leg  in  the  pelvis  and 
turn  the  child,  the  left  leg  was  grasped  and  brought  down.  The  umbilical 
cord  was  found  twisted  around  the  left  thigh.  After  releasing  the  same, 
traction  was  made  and  the  body  drawn  deeper  into  the  pelvis.  In  trying  to 
disengage  the  right  arm,  which  was  thrown  backward,  fracture  of  the 
humerus  took  place  at  about  the  middle.  The  child  now  descended  some- 
what lower  into  the  pelvis,  and  with  much  difficulty  the  left  arm  was 
brought  down.  With  the  assistance  of  Dr.  Amann  force  was  applied  both 
externally  and  internally  to  grasp  the  chin,  which  was  situated  to  the  right 
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and  anteriorly.  Dr.  Aniann  applied  Mauriceau's  method,  but  without 
success,  and  it  was  decided  to  perform  perforation  and  extraction  with  the 
cranioclast.  Hemorrhage  was  considerable.  After  suturing  the  rents  in  the 
vagina  with  fil  de  Florence,  several  hot  water  douches  were  given,  0.2 
ergotin  was  injected  hypodermically  and  the  uterus  kneaded  for  two  and  a  half 
hours.  Much  air  had  gained  entrance  into  the  uterus,  giving  the  character- 
istic feeling  of  emphysema.  The  duration  of  the  operation  was  from  12.15 
p.  M.  to  2  P.  M. ;  the  placenta  was  removed  by  compression  five  minutes  p.  p. 

Boy,  full  term,  cord  was  wound  around  the  neck.  Length  of  the  child, 
53  cm. ;  weight  of  the  child,  2950  grammes,  without  the  brain. 

Head  measurements:  Bi-temporal  diameter,  9  cm.  ;  bi-parietal,  7.5  cm. ; 
antero-posterior,  11.5  cm. ;  occipito  mental,  13.5  cm. ;  occipito-bregmatic, 
9.5  cm.  ;  circumference,  33.5  cm. 

Copy  of  the  Post-partum  Journal. 

February  27,  P.  M.  Patient  has  just  had  a  chill.  Sensorium  free ;  no 
headache  ;  complains  of  pain  at  the  fundus  of  the  uterus,  2  cm.  above  the 
umbilicus  ;  bladder  full ;  catheterization  ;  abdomen  somewhat  distended  ; 
ice  bag. 

28th.  Patient  rested  well.  The  chills  lasted  but  a  short  time  yesterday. 
Still  complains  of  pain  in  the  left  hypogastrium.  The  left  side  of  the  uterus 
is  quite  sensitive  ;  fundus  is  two  fingers'  breadth  below  the  umbilicus ;  no 
headache. 

March  I.  Patient  rested  well ;  appetite  good;  no  headache;  tenderness 
over  the  left  uterine  (inguinal)  region  still  present.  Fundus  four  fingers 
breadth  below  the  umbilicus,  not  painful  to  the  touch.  For  the  past  twelve 
hours  the  patient  has  felt  drawing  pains  in  her  legs.  Spontaneous  urina- 
tion. 

2d.  Patient  rested  well ;  no  headache ;  appetite  good.  Abdomen  is 
somewhat  distended.    Left  inguinal  region  still  painful  to  touch. 

3c?.  General  condition  of  the  patient  is  good.  Sleeps  well ;  no  headache. 
Abdomen  distended.  Left  inguinal  region  no  longer  tender  and  painful. 
Defecation  and  urination  spontaneous. 

4th.  The  patient  feels  very  good.  Appetite  good.  Abdomen  free  from 
pain. 

5th.  Condition  of  the  patient  somewhat  changed.  Sleep  was  much  dis- 
turbed. Complained  of  headache  and  pains  in  her  breast  and  both  legs. 
No  objective  symptoms  can  be  found.  Abdomen  not  painful.  Did  not 
defecate  to-day,  urine  abundant.  Influenza. 

6th.  Patient  rested  well.  Perspired  freely  during  the  night.  Slight 
headache.  Breasts  not  painful.  Abdomen  is  not  tender.  No  defecation. 
Catheterization  was  necessary.    Ice-bag,  douches. 

1th.  Patient  slept  well.  Appetite  good.  No  pain  in  the  breasts  or  abdo- 
men. Diarrhea. 

8th.  Patient  rested  well,  and,  with  the  exception  of  a  slight  pain  in  the 
abdomen,  feels  very  well.  Lochia  have  almost  disappeared.  In  the  after- 
noon had  stomach-pains  and  vomiting. 
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9th.  Condition  to-day  is  very  good.    The  lochia  have  disappeared. 

10th.  Condition  of  patient  unchanged. 

llth.  Status  idem. 

12th.  Status  idem. 

13th.  Status  idem.  Discharged. 

The  patient  left  the  clinic  March  13,  1890,  in  perfect  health.  The  swelling 
and  pain  in  her  left  leg  had  entirely  disappeared,  and  she  was  able  to  walk 
from  the  clinic  to  the  tramway  station,  about  five  minutes  distant,  without 
any  trouble  save  a  slight  giving  way  of  the  right  leg  occasionally.  She 
gained  steadily  from  day  to  day.  About  the  middle  of  May,  as  she  was 
descending  a  staircase,  her  right  leg  gave  way  suddenly,  and  she  experienced 
a  severe  pain,  extending  from  the  point  of  the  foot  to  the  crest  of  the  ilium. 
She  took  to  her  bed  immediately.  The  pain  in  the  right  leg  continued  in 
severity,  and  robbed  her  of  her  sleep.  The  point  of  greatest  intensity  was  at 
about  the  middle  of  the  thigh,  and  to  the  touch  was  very  hard  and  firm. 
The  leg  swelled  that  night;  the  application  of  camphor  liniment  did  not 
lessen  the  pain.  On  the  fourth  day  she  tried  to  get  up,  and,  on  walking, 
experienced  severe  pain  in  the  right  leg  and  right  half  of  the  pelvis.  The 
swelling  remained  ten  to  fourteen  days.  She  spent  her  time  partly  in  bed, 
partly  in  an  arm-chair. 

On  the  first  of  June,  as  her  menstrual  flow  set  in  for  the  first  time  since 
her  delivery,  she  complained  of  much  pain,  which  lasted  two  days.  Loss  of 
blood  was  slight.  On  attempting  to  walk  she  felt  as  if  her  right  leg  was 
shorter  than  her  left.  The  difficulty  in  walking  increased  from  day  to  day, 
so  that,  on  June  6,  1890,  she  applied  to  the  clinic  for  admission.  She  had 
no  idea  of  any  pelvic  trouble,  did  not  cohabit  since  her  last  delivery ;  her 
rooms  were  not  damp,  and  her  nutrition  was  excellent. 

Status  proesens  (June  6,  1890):  Anemic,  somewhat  emaciated  woman,  of 
medium  stature,  height  139  centimetres.  The  long,  flat  thorax,  with  the 
supra-  and  infra-clavicular  depressions,  gave  her  a  habitus  phthisicus. 
Heart-sounds  normal.  Examination  of  the  lungs  was  negative.  Respiration 
somewhat  feeble.  Mammne  flabby  and  hanging.  The  right  crest  of  the 
ilium  is  somewhat  lower  than  the  left.  The  lower  extremities  are  of  the 
same  length.  Neither  the  dorsal  nor  lumbar  vertebra;  show  any  curvature 
or  deformity.  The  upper  part  of  the  pelvis  dips  to  the  right  slightly,  while 
its  lower  part  dips  toward  the  left.    Crest  of  the  ilium  tender,  and  painful 


to  touch. 

Measurements. 

Spinous  processes     .......  22A  cm. 

Crests   27i  " 

External  conjugate   18  " 

Left  oblique   .  21  " 

Right  oblique   19  " 

Circumference   79  " 

Trochanters   29  " 

Distance  from  the  point  of  the  coccyx  to  the  nearest 

point  of  the  tuberosity  of  the  ischium     .       .  6}  " 
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Abdomen  :  Below  the  umbilicus  the  abdomen  bulges  forward,  and  becomes 
somewhat  pendant.    Diastasis  of  the  recti  muscles. 

Pelvis :  There  is  present  a  typical  osteomalacic  pelvis.  The  pelvic  outlet 
has  a  figure-8  form.  The  tuberosities  of  the  ischium  approach  each  other, 
and  divide  the  pelvis  into  two  parts.    The  anterior  is  formed  by  the  sym- 
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physis  pubis  and  the  tuberosities  of  the  ischium  ;  the  posterior  by  the  liga- 
menta  sacro-tuberosa  and  the  coccyx.  Urethra  and  rectum  are  yet 
undisturbed.  The  vulva  is  closed ;  the  labia  major  cover  the  labia  minor. 
The  introitus  vaginae,  like  the  pelvis,  is  divided  into  two  sections,  through 
the  approximation  of  the  tuberosities  of  the  ischium ;  the  anterior  barely 
permits  the  introduction  of  a  finger,  while  the  posterior  allows  two  fingers  to 
enter.  The  cavity  of  the  vagina  is  unequally  wide,  most  at  about  its  centre  ; 
the  length  is  somewhat  diminished.  The  external  os,  somewhat  lacerated 
laterally,  is  situated  above  the  promontory  ;  the  promontory  sinks  deep  into 
the  pelvis.  The  anterior  lip  is  scarcely  definable,  since  the  cervical  canal 
terminates  almost  directly  into  the  anterior  vaginal  cul-de-sac.  The  posterior 
cul-de-sac  cannot  be  reached  by  the  finger.  The  body  of  the  uterus  cannot 
be  touched  through  the  anterior  cul-de-sac,  but  may  through  combined  exter- 
nal and  internal  manipulation. 

Blood  :  The  examination  of  the  blood  by  Professor  Tappeiner  gives 
100  mgr.  NaOH  to  100  ccm.  of  blood.  The  spectroscopic  examination  of  the 
blood,  performed  by  Dr.  Brandl,  gives  8.66  percent,  hemoglobin,  reckoned 
after  Vierordt's  tables. 

Diagnosis :  Osteomalacia  pelvis  partis  anterioris. 

Therapy  (June  18):  Castration;  ligation  of  the  ovaries  with  fil  de  Flor- 
ence. 

19th.  Retentio  urinse  ;  catheterization. 
21  st.  Spontaneous  urination. 

24th.  Movement  of  bowels,  injection.    No  reaction. 

July  1.  General  condition  very  good.  No  pain.  Urination  and  defecation 
spontaneous.   First  dressing  of  wound  ;  first  intention. 

Patient  left  her  bed  on  the  twenty-first  day,  and  was  discharged  on  the 
twenty -seventh  day  after  the  operation.  Can  walk  without  support,  and 
without  pain.  An  examination  of  her  blood  on  July  15th,  by  Dr.  Toft, 
showed  140  mgr.  NaOH  to  100  ccm.  of  blood,  and  9.20  per  cent,  hemoglobin. 


\ 


EXTRA-UTERINE  PREGNANCY.  LAPARATOMY. 
EXTRACTION  OF  A  DEAD  CHILD 
RECOVERY. 


By  JULIUS  NICOLAYSEN,  M.D., 

CHRISTIANIA,  NORWAY. 


C  P.,  thirty-three  years  old,  married,  has  had  six  children,  all  now  living. 
They  were  born  without  any  difficulty  ;  the  youngest  child  is  two  and  one- 
quarter  years  old. 

In  the  middle  of  January,  1889,  she  miscarried  in  the  seventh  week  of 
gestation.  This  was  followed  by  a  rather  protracted  and  severe  bloody  dis- 
charge, until  the  end  of  April.  Menstruation  appeared  once  in  the  last 
days  of  May.  Immediately  afterward,  she  suffered  from  pain  in  the  abdomen 
and  "  all  over  the  body,"  felt  sick  and  weak,  and  had  to  keep  in  bed  for  two 
weeks  ;  sometimes  the  pain  had  the  character  of  labor  pains,  especially  was 
this  the  case  after  she  had  been  up  again  for  a  few  days.  The  pains  in  the 
abdomen  were  then  also  rather  sharp  and  strong,  so  that  she  had  to  take  to 
bed  again  for  four  weeks.  In  July  she  was  sent  to  the  lying-in  hospital  at 
Christiania,  and  was  treated  there  until  the  middle  of  August,  the  diagnosis 
then  being,  retroflexio  uteri  gravidi.    In  her  case-book  it  is  stated: 

June  7,  1889.  The  abdomen  is  not  distended,  is  soft,  and  percussion 
gives  tympanitic  sound.  Fer  vaginam  the  portio  is  felt  rather  firm,  thick, 
and  low,  and  it  is  tilted  very  much  forward.  In  the  posterior  vault  of  the 
vagina  is  felt  a  roundish,  firm,  hardly  movable  tumor,  which  fills  the  fossa 
Douglasii,  and  seems  to  be  continuous  with  the  uterus.  Impressions  can 
be  made  with  the  finger  as  into  a  compact  edema. 

July  19.  The  tumor  in  the  fossa  Douglasii  seems  to  have  grown  ;  some 
parts  of  it  are  almost  of  cartilaginous  consistence. 

During  her  stay  in  the  hospital  she  suffered  from  constipation  and  fre- 
quent efforts  at  micturition,  which  symptoms  were  soon  very  much  alle- 
viated.   Pregnancy  seemed  probable,  but  was  not  made  out  with  certainty. 

After  leaving  the  hospital  the  abdomen  continued  to  grow  larger,  and  in 
the  latter  part  of  October  she  observed  weak  fetal  movements  for  a  short 
time.  The  abdomen  increased  until  the  middle  of  November.  Then  she 
had  frequent  expulsive  pains  ;  in  other  respects  she  felt  well.  At  this  time 
there  began  an  abundant  show  of  a  thin,  dark-colored  fluid,  which  continued 
until  January  8,  1890,  during  which  time  the  abdomen  became  greatly 
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diminished  in  size.  She  then  consulted  a  doctor,  and  he  told  her  that  by 
palpation  of  the  abdomen  he  felt  the  extremities  of  a  fetus.  January  8th 
metrorrhagia  began,  and  continued  for  three  weeks  with  a  few  days'  inter- 
mission, and  she  became  so  very  weak  that  the  doctor  recommended  her 
to  seek  the  lying-in  hospital  at  Christiania,  where  she  was  received  February 
17th,  and,  after  a  few  days,  she  was  handed  over  to  my  surgical  ward  at  the 
Royal  Clinical  Hospital. 

February  20,  1890.  Status  pro?.sens :  The  abdomen  distended  and  promi- 
nent, especially  about  and  below  the  umbilicus.  Here  a  kidney-shaped  large 
tumor  is  felt,  the  concavity  of  which  is  at  the  umbilicus  ;  to  the  right  the 
tumor  is  larger  and  more  fluctuating  ;  to  the  left  it  is  more  rounded,  harder, 
and  stands  a  little  higher.  The  whole  mass  can  be  moved  a  little  in  several 
directions.  Just  at  the  umbilicus,  and  to  the  left  of  it.  something  like  the 
smaller  parts  of  a  fetus  can  be  felt,  especially  easily  felt  is  an  angular  hard 
prominence  like  a  knee  or  an  elbow.  The  percussion  sound  over  the  whole 
tumor  is  rather  dull. 

The  womb  is  enlarged,  antero-lateroverted  to  the  left,  and  moves  with  the 
tumor,  but  can  be  moved  a  little  by  itself.  The  uterine  sound  can  be  intro- 
duced 13  centimetres.  The  os  uteri  is  open  so  as  to  admit  the  first  joint  of 
the  forefinger.  When  the  womb  is  drawn  down  with  a  vulsellum,  two  fingers 
in  the  rectum  cannot  reach  the  fundus,  neither  can  any  ovary  be  found. 
The  contents  of  the  tumor  are  not  so  easily  made  out  from  the  rectum  as 
from  the  front  of  the  abdomen.  Auscultation  reveals  neither  fetal  nor  pla- 
cental sounds. 

25th.  Operation.  (Chloroform.)  After  thorough  cleansing  of  the  rectum, 
the  vagina,  the  skin  of  the  belly,  and  the  outer  genitalia,  an  incision  5  centi- 
metres long  was  made  in  the  linea  alba,  midway  between  the  umbilicus  and 
the  symphysis  pubis.  No  adhesions  were  found  to  the  anterior  parietal 
peritoneum,  but  upward  and  behind  the  tumor  was  firmly  and  extensively 
adherent  to  the  omentum  majus  and  the  colon  transversum  ;  lower  down, 
between  the  tumor  and  the  uterus,  a  coil  of  the  sigmoid  flexure  was  firmly 
adherent.  The  tumor  itself  looked  very  like  a  myofibroma  uteri,  red  brown 
with  large  veins,  and  there  was  only  a  narrow  furrow  between  it  and  the 
upper  half  of  the  womb. 

The  Fallopian  tube  was  as  thick  as  the  fifth  finger,  and  was  lying  in  front 
and  above  the  ovisac. 

As  the  tumor,  because  of  the  adhesions  to  the  colon,  could  not  be  removed 
in  toto  without  a  resection  of  a  great  part  of  the  gut,  it  was  at  once  deter- 
mined to  fix  the  fetal  sac  to  the  abdominal  wall.  I  must  add,  that  by  a 
close  inspection  of  the  adherent  viscera,  to  find  out  if  a  separation  was  pos- 
sible without  endangering  the  colon,  I  made  some  traction  on  the  tumor, 
and  along  the  line  of  adhesion  you  could  see  a  tight  row  of  vessels  shooting 
from  the  fetal  sac  into  the  colon  very  much  like  the  young  slender  roots  of  a 
growing  plant,  penetrating  through  the  peritoneum  viscerale  into  and  between 
the  muscular  bundles  of  the  gut.  It  was  obvious  to  me  that  the  separation 
after  tying  the  very  numerous  bloodvessels  would  put  the  gut  in  a  very 
dangerous  condition. 
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The  incision  in  the  abdominal  wall  was  enlarged  to  the  length  of  13  cen- 
timetres, and  the  foreside  of  the  tumor  by  an  assistant  was  brought  in  close 
contact  with  the  borders  of  the  incision,  in  the  upper  and  lower  angle  of 
which,  was  inserted  a  large  sponge.  A  large  trocar  (Sir  Spencer  Wells's)  was 
plunged  into  the  tumor.  The  fluid  was  black-red,  turbid,  but  without  odor  ; 
the  trocar  very  soon  became  choked  by  shreds  of  the  fetal  membranes, 
wherefore  an  incision  was  made  in  the  thinner  part  of  the  tumor  and  the 
fluid  contents  escaped.  The  incision  was  made  at  the  border  of  the  thick 
and  very  large  placenta,  which  was  inserted  to  the  right  from  the  bottom 
to  the  top  of  the  sac.  With  two  finjrers  a  leg  of  the  fetus  was  seized  and 
the  fetus  was  extracted  with  ease.  The,  funiculus  was  shrunken,  and  it  was 
tied  at  the  opening  of  the  cyst.  The  interior  was  carefully  cleansed  by  flush- 
ing it  with  a  warm  solution  of  boracic  acid  (4  per  cent.).  The  lower  hind 
part  of  the  sac  was  very  thin,  almost  translucent. 

With  fine  silk  sutures  the  peritoneum  of  the  fetal  sac  was  fixed  to  the 
lower  half  of  the  incision  in  the  abdominal  wall,  except  at  the  lower  angle, 
where  the  corresponding  part  of  the  sac  was  so  thin  that  I  feared  that  the 
sutures  could  not  get  hold  enough  ;  on  this  place  was  put  a  tampon  of  iodo- 
form gauze.  The  upper  half  of  the  wound  in  the  abdominal  wall  was  sutured 
together  with  deep  and  superficial  silk  sutures.  A  drain — 2  centimetres 
thick — was  fixed  by  silk  sutures  into  the  opening  of  the  sac.  Dressing  with 
iodoform  and  Rotter-gauze. 

2bth.  She  has  had  frequent  vomiting  during  the  night.  Temperature 
normal.    The  ventriculus  was  washed  out.    No  vomiting  later. 

21th.  She  has  taken  some  gruel  and  milk.  No  distention  of  the  bowels  ; 
flatus  has  passed.    Temperature  38.2°  C. 

March  1.  Bandage  removed,  the  cyst  flushed  until  the  fluid  returned 
clear;  the  tampon  in  the  lower  angle  of  the  wound  removed. 

9th.  She  feels  rather  well,  although  weak  ;  the  temperature  last  evening 
was  39.4°.  She  got  sol.  sulphat.  kalici  (800-300)  cm.  During  the  night 
four  abundant  evacuations.    Temperature  37.3°. 

20th.  Rather  large  pieces  of  the  placenta  were  found  loose,  and  were 
removed.  Every  second  day  the  bandage  has  been  renewed  after  flushing 
of  the  sac ;  it  is  very  much  contracted.  Dressing  with  boracic  foments  (4 
per  cent.)  to  be  changed  twice  a  day. 

May  1.  The  cyst  still  more  contracting,  the  secretion  daily  lessening.  She 
sits  up  out  of  bed. 

\Ath-  There  is  a  granulation  of  the  size  of  a  pea  at  the  lower  angle  of  the 
abdominal  scar  ;  almost  no  secretion.  The  uterus  still  large  ;  to  the  left  of 
the  womb,  by  vaginal  palpation,  can  be  felt  a  lump  of  the  size  of  half  a 
peach.  No  tenderness  anywhere.  She  looks  well  and  feels  strong.  She 
has  a  supporting  bandage  for  the  scar  in  the  abdominal  wall.  She  went 
home.  The  extracted  fetus  was  found  to  have  been  living  for  seven  or  eight 
months ;  there  was  nothing  abnormal  to  be  observed. 


EXTRA-UTERINE  PREGNANCY. 


253 


Remarks. — With  regard  to  the  time  of  conception,  it  may  be 
found  out  by  taking  several  symptoms  into  account.  After  the 
miscarriage  there  were  hemorrhage  and  severe  bloody  discharge 
until  the  last  of  April ;  the  next  menstruation  appeared  in  the  last 
days  of  May ;  immediately  after  she  was  seized  with  severe 
abdominal  pains  and  sickness  for  two  weeks.  I  conclude  that  the 
conception  happened  in  the  last  days  of  April  or  in  the  beginning 
of  May.  About  the  middle  of  June  she  had  to  go  to  bed  again 
because  of  the  sharp  and  strong  abdominal  pains.  I  think  that 
the  bursting  of  the  tube  and  the  slipping  of  the  ovulum  in  between 
the  two  layers  of  the  ligamentum  latum  happened  then,  and  caused 
the  pains.  It  is  not  probable  that  the  distention  of  the  Fallopian 
tube  should  become  great  enough  to  cause  a  rupture  earlier  than 
the  third  or  fourth  week  after  the  conception.  The  weak  fetal 
movements  which  were  felt  in  the  latter  part  of  October  do  not  in 
this  case  correspond  to  the  middle  of  the  pregnancy  (four  and  a 
half  mouths),  as  generally  is  the  case.  Possibly  the  cause  of  her 
not  feeling  the  fetal  movements  earlier  or  stronger  was  that  the 
very  large  placenta  was  interposed  between  the  fetus  and  the  abdo- 
minal wall,  and  was  a  hindrance  to  transmission  of  the  fetal  move- 
ments as  early  as  in  a  normal,  uterine  pregnancy.  In  the  middle 
of  November  the  throes  commenced,  and  at  the  same  time  there 
began  an  abundant  "show  "of  a  thin,  dark-colored  fluid,  which 
kept  on  until  the  8th  of  January,  when  there  was  a  metrorrhagia, 
which  continued  for  three  weeks.  At  the  same  time  the  abdomen 
diminished  in  size.  I  conclude  that  in  November  there  were 
attempts  to  expel  the  fetus ;  the  sympathetic  congestion  to  the 
mucous  membrane  of  the  uterus  caused  first  the  show,  and  later 
the  hemorrhage.  Before  the  diminishing  of  the  tumor,  the  fetus 
had  died,  and  absorption  of  the  surrounding  fluid  had  taken  place 
in  some  degree. 

This  corresponds  to  the  supposed  age  of  development  of  the 
fetus,  found  by  the  examination  of  it  at  the  Pathologico-  Anatomical 
Institution. 

The  diagnosis  on  February  20th  was  a  rather  easy  one.  All  the 
characteristic  features  of  an  extra-uterine  gestation  had  been  or 
were  present,  except  the  symptoms  of  internal  hemorrhage  ;  but  as 
the  bursting  was  not  into  the  peritoneal  cavity,  but  between  the  two 
peritoneal  layers  of  the  broad  ligament,  it  can  be  understood  that  it 
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stopped  before  any  greater  amount  of  blood  had  escaped  ;  although 
the  opposite  may  happen,  and  a  large  amount  of  blood  sometimes 
may  be  gathered  between  the  two  layers. 

Perhaps  the  tilting  forward  of  the  womb,  and  the  rather  fixed 
tumor  filling  Douglas's  pouch  seeming  to  be  continuous  with  the 
uterus  (mentioned  in  her  case-book  July  6th),  most  probably  can  be 
considered  as  the  symptoms  of  a  moderate  extra-peritoneal  hemor- 
rhage (hematocele  peri-  or  retro- uterina),  and  the  harder  lumps  in 
this  tumor  (mentioned  July  19th)  were  the  signs  of  coagulation  of 
the  blood.  As  the  ovisac  was  not  found  in  the  fossa  Douglasii, 
the  last  theory  seems  to  be  the  most  probable,  the  blood  being 
absorbed  later,  leaving  no  palpable  tumor  there  in  the  mouth  of 
February,  1890.  Reflexion  of  the  womb  sometimes  may  be  like  a 
small  hematocele  retro-uterina,  or  vice  versa. 

As  the  localities  in  the  old  Lying-in  Hospital  are  not  suited  for 
abdominal  surgery,  the  patient  was  handed  over  to  the  new  Royal 
Clinical  Hospital. 

Although  the  diagnosis  of  extra-uterine  gestation  and  a  dead 
fetus  was  made  out  with  as  great  certainty  as  such  diagnosis  can  be 
effected,  I  found  it  safest  to  make  an  exploratory  incision  (partly  it 
was  made  to  instruct  the  medical  students  present  how  to  proceed 
in  such  cases),  and  then  it  was  the  easiest  possible  thing  to  feel  the 
different  parts  of  the  child  and  the  numerous  adhesions  also. 

The  adhesions  to  the  intestines  were  of  such  quantity  and  quality 
that  an  extirpation  of  the  ovisac  had  to  be  put  out  of  thought  at 
once.  It  was  interesting  to  see  the  very  numerous  and  close- 
standing  sprouts  or  outshootiug  slender  roots  going  from  the 
placenta  through  the  broad  ligament  to  the  layers  of  the  intestinal 
walls.  The  very  large  placenta  had  been  in  need  of  a  richer  soil 
to  live  upon  than  the  rather  meagre  layer  of  the  broad  ligament,  if 
it  was  to  nourish  a  fetus  up  to  the  seventh  or  eighth  month  of  its 
development ;  and,  as  it  was  not  to  be  got  from  the  uterine  artery, 
it  was  surreptitiously  taken  from  the  superior  and  inferior  branches 
of  the  arteria  meseraica. 

I  did  not  fix  the  ovisac  at  once  to  the  parietal  peritoneum, 
because  I  did  not  want  too  large  an  opening  kept  for  a  long  time, 
and  adherent  for  a  long  space  to  the  abdominal  wall.  As  I  waited 
for  a  diminishing  of  the  sac  after  emptying  it,  I  trusted  my  very 
good  assistants  (Drs.  Egeberg  and  Jervell)  to  prevent  the  danger 
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of  infecting  the  peritoneal  cavity  during  the  emptying  and  cleansing 
of  the  ovisac. 

By  this  proceeding  I  was  only  under  the  necessity  of  bringing 
forth  adhesions  between  the  ovisac  and  the  abdominal  wall  of  the 
length  of  five  to  six  centimetres.  As  the  ovisac  was  so  very  thin 
below,  I  did  not  trust  it  to  give  hold  enough  for  the  sutures,  and  I 
therefore  blocked  the  opening  loosely  with  iodoform-gauze  to  the 
depth  of  four  to  five  ceutimetres  between  the  uterus  and  the  inner 
wall  of  the  cyst. 

Somehow,  I  think  there  must  have  been  a  loophole  into  the  peri- 
toneum for  infecting  germs,  as  the  temperature  was  rising  slowly  (if 
not  regularly)  up  to  39.4°  in  the  first  eleven  days  after  the  operation. 
The  administration  of  saline  aperients  in  very  moderate  doses  had 
a  rather  marked  effect  on  the  bowels  and  on  the  high  temperature. 
After  four  abundant  evacuations  the  temperature  fell  to  37.3°,  and 
later  kept  normal. 

I  purposely  did  not  touch  the  placenta,  except  to  palpate  very 
cautiously  its  extension,  and  left  it  to  loosen  itself  in  lumps,  which 
were  not  extracted  before  they  were  completely  thrown  off  the 
ovisac  ;  neither  did  I  make  tractions  on  the  membranes,  except  to 
try  if  they  were  loose.  It  took  between  four  and  five  weeks  before 
most  of  the  placenta  was  thrown  off ;  and  I  suppose  that  the  cause 
of  this  process  not  taking  a  longer  time  was  that  the  fetus  had  been 
dead  about  three  months  before  the  operation  was  performed.  The 
first  mental  impression  of  not  trying  to  detach  the  placenta  in  such 
cases  was  made  upon  me  by  the  late  Washington  L.  Atlee,  while 
operating  on  a  similar  case  in  1867,  at  Philadelphia,  at  which  I 
was  present.  I  followed  his  counsel  in  my  first  case  several  years 
ago,  just  as  in  the  present  case,  and  the  result  was  excellent.  I 
think  it  is  a  better  plan  not  to  provoke  hemorrhage  than  to  have 
to  stop  it,  if  you  can — and  sometimes  this  has  been  impossible. 


CASE  OF  TUBAL  PREGNANCY.    DEATH  FROM 
RUPTURE  OF  TUBE  AND  INTERNAL 
HEMORRHAGE. 


By  JULIUS  NICOLAYSEN,  M.D., 

CHRISTIAKIA,  NORWAY. 


K.  H.,  thirty-eight  years  old,  married,  was  sent  to  the  Royal  Clinical 
Hospital,  late  in  the  evening  of  March  9,  1890,  with  the  diagnosis :  "  ileus  " 
or  hernia." 

She  was  very  pallid,  the  extremities  were  cold,  and  the  pulse  at  the  wrist 
not  to  be  felt.  Placed  in  bed  (with  hot  water-bottles)  she  moaned  and  cried  ; 
she  vomited  some  mucous  fluid,  and  was  moving  the  arms  and  legs  violently 
so  as  to  throw  herself  almost  out  of  bed.  After  two  subcutaneous  doses  of 
ether  (1.00)  she  became  quieter.  She  was  almost  insensible,  and  could  give 
no  history  of  her  disease.  Her  husband  could  not  tell  more  than  that  she 
has  sometimes  of  late  had  severe  pains  in  the  abdomen,  and  that  such  pains 
began  this  morning  at  9  o'clock.  They  were  in  the  beginning  seated  in  the 
lower  part  of  the  abdomen,  and  spread  later  in  the  day  over  the  whole  abdo- 
men and  back  to  the  lower  part  of  the  pectoral  region  of  the  spine.  She  was 
up  until  noon  preparing  dinner,  but  then  frequent  vomiting  set  in  ;  the 
vomited  matter  was  in  the  main  ingesta  and  mucus ;  neither  blood  nor 
excrement  was  mixed  with  it.  In  the  course  of  the  afternoon  she  had 
two  evacuations,  but  no  description  of  the  quality  and  quantity  could  be 
obtained.  She  urinated  at  7  o'clock  in  the  evening,  but  the  quality  was 
doubtful.    She  menstruated  the  last  time  in  the  latter  part  of  January. 

The  sounds  of  the  heart  are  weak,  far  off,  about  80  in  the  minute  ;  the 
respiration  superficial,  regular,  28  in  the  minute.  The  tongue  whitish,  no 
fetor  from  the  mouth.  The  abdomen  not  distended,  but  the  walls  are  very 
tense,  rendering  it  impossible  to  make  deep  palpation;  even  superficial 
palpation  is  rather  painful,  especially  in  the  suprapubic  region  and  to  the 
left  of  the  umbilicus. 

No  hernia  can  be  found  ;  the  bladder  does  not  contain  a  drop  of  urine. 
By  vaginal  exploration  the  os  uteri  stands  6  centimetres  from  the  introitus 
vaginae,  and  feels  rather  soft.  There  is  retroflexion  of  the  womb.  Pressure 
against  the  parametria  is  very  painful,  both  from  the  vagina  and  the  rectum. 
Ten  minims  of  laudanum  were  given  and  repeated. 

In  the  morning  I  saw  her  for  the  first  time,  and  the  following  is  the  note 
made  in  the  case-book : 
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March  10,  1890.  The  patient  has  been  restless  through  the  night;  has 
been  delirious.  Only  the  first  sound  of  the  heart  is  heard,  but  indistinctly. 
She  is  very  pale  all  over  the  body.  The  respiration  superficial,  30.  The 
radial  pulse  cannot  be  felt.    In  the  lungs  nothing  abnormal  to  be  observed. 

She  does  not  seem  to  comprehend  questions,  and  does  not  answer  them. 
The  eyes  are  to  and  fro  and  turned  upward.  (My  assistant  told  me  that 
there  was  a  rumor  about  her  being  poisoned  by  her  husband,  but  he  knew 
no  facts.) 

The  abdomen  seems  normal  in  size  and  form,  there  is  some  tenderness 
above  the  symphysis  pubis,  and  in  both  lumbar  regions  below  the  kidneys 
The  liver  not  enlarged,  the  gall-bladder  normal ;  the  stomach  not  distended. 
Below  the  umbilicus  to  the  left  the  resistance  is  a  little  greater  than  any- 
where else  in  the  abdomen.  The  percussion-sound  is  tympanitic  over  the 
whole  abdomen.  The  position  of  the  womb  about  normal,  just  a  little  retro- 
verted;  it  is  not  enlarged.  The  neck  a  little  thickened,  and  feels  rather 
softened  about  the  orificium.    The  parametria  soft. 

Here  I  had  to  interrupt  the  investigations  because  the  patient  grew  paler, 
the  respiration  became  more  superficial,  and  the  sounds  of  the  heart  became 
more  indistinct ;  I  proceeded  at  once  to  make  transfusion  of  warm  salt-water 
(one-half  per  cent.)  into  the  opened  basilic  vein  through  a  hypodermic 
syringe  (the  needle  and  the  piston  were  taken  away),  to  which  a  long  drain- 
tube  was  fixed,  in  the  other  end  of  which  there  was  put  a  small  glass  funnel 
(altogether  aseptic).  The  end  of  the  syringe  was  introduced  after  filling  the 
apparatus  with  the  solution  of  common  salt.  400  cubic  centigrammes  of  the 
solution  were  introduced  very  slowly  with  many  intervals,  and  during  this 
the  radial  pulse  could  be  distinctly  felt,  the  patient  revived,  became  con- 
scious, and  answered  many  questions.  The  wound  was  dressed  with  anti- 
septic bandage,  and  she  was  carefully  removed  to  her  bed,  which  was  arti- 
ficially heated.  I  did  not  care  to  disturb  her  more  by  further  investigations. 
Two  hours  later  she  suddenly  collapsed  and  died. 

By  demand  of  the  City  Court  a  legal  autopsy  was  made  March 
12th,  by  Professor  H.  Heiberg,  of  which  the  folio wiug  is  an 
extract : 

"The  heart,  of  normal  size,  is  well  contracted,  aud  contains  coagulated 
blood. 

"  In  the  abdomen  is  found  about  one  litre  of  blood,  partly  fluid,  partly 
coagulated  in  large  lumps,  which  are  located  in  the  pelvis  minor. 

"There  is  an  enlargement  of  the  right  Fallopian  tube  of  about  the  size  of 
a  pigeon's  egg,  in  the  part  of  the  tube  next  to  the  womb.  On  the  upper 
and  back  part  of  the  tumor  is  a  gaping  rent  of  the  length  of  two  centime- 
tres ;  in  the  hollow  one  sees  numerous  floating,  branched,  hair-fine  strings 
(villi  chorii).  No  fetus  was  found  either  here  or  in  the  bloody  contents  of 
the  abdomen. 

"In  the  right  ovary  there  is  a  corpus  luteum  of  the  size  of  a  Spanish  nut. 
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The  womb  is  a  little  enlarged  ;  in  the  orificiuni  and  the  lower  part  of  the 
canalis  uteri  is  a  pellucid  mucus  lump." 

No  signs  of  poisoning  were  found,  all  other  organs  being  almost  completely 
normal. 

The  conclusion  at  the  inquest  was : 

"The  death  is  caused  by  a  great  hemorrhage  into  the  cavum  peritonii 
from  a  rupture  of  the  tube,  where  there  was  beginning  (extra-uterine) 
gestation." 

In  this  case  the  diagnosis  during  life  was  extremely  difficult. 
No  other  information,  either  from  the  doctor  or  from  the  husband, 
was  to  be  had  than  what  is  stated  above,  and  the  assistant,  who 
received  the  unconscious  patient  at  the  Royal  Hospital  in  the  even- 
ing could  easily  be  led  astray  by  the  diagnosis  on  the  requisition 
from  the  doctor  in  town,  viz. :  "  Ileus"  or  "  Hernia."  The  diag- 
nosis of  gallstone  or  colica  renalis  was  also  thought  about,  but  none 
of  the  symptoms  in  the  evening  pointed  more  directly  to  the  real 
cause  except  the  rather  marked  anemia.  But  paleness  is  a  common 
symptom  in  all  the  above  mentioned  diseases. 

The  bleeding  must  have  gone  on  the  whole  time  from  the  fore- 
noon of  the  9th  until  the  morning  of  the  10th,  when  the  patient 
was  brought  into  the  operation-room  almost  swooning  and  uncon- 
scious. After  the  rather  hurried  examination  of  the  different 
organs  I  expressed  the  opinion  that  internal  hemorrhage  must  be 
the  cause.  But,  as  stated  above,  her  condition  became  so  alarming 
that  I  had  to  stop  all  examination  to  try  to  revive  her  by  venous 
injection  of  saline  fluid.  This  seemed  to  be  successful.  She  became 
conscious,  her  pulse  grew  distinct,  and  she  was  able  to  answer  a  few 
questions  about  her  illness  and  the  seat  and  character  of  her  pain. 
I  dared  not  prolong  the  examination  because  of  her  utter  weakness, 
and  as  she  seemed  to  have  rallied  rather  well  from  her  swoon  I 
postponed  further  examination  until  later  in  the  day.  I  had  a 
good  many  operations  on  hand  that  day ;  a  medical  student 
("  interne")  was  put  to  watch  the  patient,  but  she  died  so  suddenly 
(by  a  renewed  hemorrhage,  as  indicated  by  the  fluid  blood  in  the 
abdomen)  that  she  could  not  be  saved. 

That  she  had  menstruated  in  the  latter  part  of  January  did  not 
forcibly  suggest  the  real  cause,  as  only  a  little  more  than  five  weeks 
had  passed  since  that  time.    The  absence  of  distention  of  the  abdo- 
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men,  of  dull  sound  on  percussion,  of  distinct  enlargement  of  the 
uterus,  its  normal  position,  and  the  softness  of  the  parametria  did 
not  indicate  hemorrhage  from  a  ruptured  tube.  Perhaps  the  soft- 
ness of  the  lower  part  of  the  portio  vaginalis  ought  to  have  directed 
my  mind  to  the  real  cause  at  once.  But  then  she  was  so  weak  that 
I  could  not  think  of  laparatomy,  and  so  she  died  of  the  continued 
hemorrhage. 

It  was  rather  astonishing  how  she  rallied  in  the  lapse  of  about 
ten  minutes  during  the  transfusion  of  the  warm  solution  of  salt. 
The  apparatus  was  rather  primitive,  but  none  other  was  to  be  got  in 
a  few  moments.  While  I  prepared  the  syringe  and  the  drain-tube, 
my  assistant  laid  the  basilic  vein  bare  and  placed  a  couple  of  liga- 
tures to  fix  the  mouthpiece  of  the  syringe  into  the  opened  vein. 

It  rarely  happens  that  a  hemorrhage  of  a  quart  of  blood  during 
twenty-four  hours  kills  a  woman,  especially  when  the  blood  comes 
from  the  genitals,  but  it  was  so  in  this  case. 


USE  AND  ABUSE  OF  THE  OBSTETRICAL  FORCEPS. 


By  EUGENE  PROSPER  BERNARDY,  M.D., 

PHILADELPHIA. 


The  invention  of  the  obstetrical  forceps,  with  its  employment  in 
practice,  is  undoubtedly  one  of  the  grandest  improvements  recorded 
in  the  history  of  operative  obstetrics ;  from  the  cradle  of  ignorance 
it  has  helped  to  elevate  obstetrics  to  the  noble  science  which  to-day 
we  here  represent. 

There  is  no  doubt  that  from  the  commencement  of  medicine 
means  were  devised  to  deliver  women  safely  in  travail,  but  to  the 
Chamberlens  (1647)  undoubtedly  belongs  the  claim  of  the  inven- 
tion of  the  obstetrical  forceps.  While  they  gave  to  women  and 
children  an  incalculable  boon,  it  was  overshadowed  by  an  abuse  in 
its  application  in  the  year  1670,  by  Hugh  Chamberlen,  which, 
unfortunately  for  both  mother  and  child,  has  since  been  too  often 
repeated. 

I  do  not  wish  it  to  be  thought  that  I  fail  to  appreciate  the 
advantages  obtained  in  the  use  of  the  forceps ;  I  believe  that,  in 
skilful  and  especially  discriminating  hands,  it  is  of  incontestable 
value  to  the  parturient  woman  and  her  child ;  but  when  the  sad 
results  of  the  abuse  of  the  forceps  are  brought  to  my  attention,  the 
question  often  passes  through  my  mind,  whether,  by  the  unnecessary 
and  improper  use,  it  has  not  caused  more  misery  than  good. 

As  we  look  around  and  see  the  large  number  of  forceps — so 
extensive  in  number  and  form  that  the  vast  armory  has  really 
become  formidable  in  itself — we  instinctively  ask  ourselves,  Has 
nature  become  so  emasculated  of  her  power  that  what  we  considered 
her  own  admirable  laws  have  so  altered  that  man  must  constantly 
interfere?  Parturition  to-day  is  the  same  as  on  the  day  that  Eve 
was  delivered  of  Cain,  her  firstborn,  and  of  Abel,  his  twin  brother. 

Labor  is  a  physiological,  not  a  pathological,  condition.    It  is  a 
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simple  act  of  nature,  but  is  it  so  considered  by  many  ?  The  manner 
in  which  some  accoucheurs  approach  a  parturient  woman  would  lead 
one  to  believe  that  it  is  a  morbid  condition,  and  that  it  is  of  essential 
importance  that  delivery  should  be  effected  at  once,  without  regard 
to  condition  or  time.  The  essential  importance  lies  often  with  the 
accoucheur,  viz.,  a  prior  engagement  to  the  theatre  or  to  a  banquet. 

What  are  the  first  conditions  for  the  application  of  the  forceps  ? 
Before  applying  it  the  cervix  should  be  dilated  or  dilatable.  By 
dilatable  I  mean  that  while  the  cervix  is  not  fully  dilated,  it  may 
be  large  enough  to  admit  the  forceps,  and  so  soft  that  when  traction 
is  made  it  will  readily  dilate  to  its  fullest  extent. 

Charpentier  lays  particular  stress  on  this  coudition  of  the  cervix. 
"Every  application  of  the  forceps"  says  he,  " where  the  cervix  is 
neither  dilated  nor  dilatable,  is  not  only  useless,  but  is  also  dangerous." 

How  often  do  we  see  this  rule  broken  ? 

In  regard  to  the  application  of  the  forceps  I  allow  myself  to  be 
governed  by  the  stage  of  the  advancement  of  the  head.  In  superior 
strait  and  upper  cavity  cases,  that  is  when  the  head  is  arrested  at 
any  point  between  the  two  straits,  particularly  in  deformed  pelves, 
which  in  the  majority  of  cases  it  is  impossible  to  diagnosticate  accu- 
rately the  position  of  the  child's  head,  I  apply  the  forceps  along 
the  sides  of  the  pelvis  and  in  its  axis  without  reference  to  the  posi- 
tion of  the  head.  When  the  head  is  low  down  or  resting  on  the 
perineum,  I  apply  the  forceps  directly  to  the  side  of  the  head,  for 
often  the  arrest  is  caused  by  imperfect  rotation  that  can  readily  be 
corrected  by  the  forceps,  if  applied  in  the  proper  manner. 

What  are  the  indications  for  the  use  of  the  forceps  ?  First,  when 
labor  is  tedious,  caused  by  feeble  and  slow  contractions;  when 
contractions  have  ceased,  and  the  head  has  made  no  advancement 
for  an  hour  or  two  ;  when  the  perineum,  even  after  the  administra- 
tion of  an  anaesthetic,  remains  resistant ;  in  posterior  positions  of 
the  vertex,  but  not  of  the  face ;  when  rotation  has  not  occurred ; 
when  ergot  is  contra-indicated.  Secondly,  when  there  is  a  dispro- 
portion between  the  dimensions  of  the  foetal  head  and  those  of  the 
pelvis,  in  contraction  of  the  pelvis  not  under  three  inches.  Thirdly 
and  finally,  whenever  the  mother  or  child  runs  any  danger  and 
this  danger  ceases  when  labor  is  ended — hemorrhage,  syncope, 
eclampsia,  etc.,  being  some  of  the  complications. 
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The  four  fundamental  conditions  for  the  application  of  the 
forceps  can  be  summed  up  as  follows  : 

1.  The  os  must  be  dilated  or  dilatable. 

2.  The  membranes  must  have  ruptured. 

3.  The  forceps  should  be  applied  only  to  the  head. 

4.  The  pelvis  must  not  be  too  contracted  (Charpentier). 

What  days  of  misery  and  suffering  would  be  saved  to  mother 
and  child  if  these  four  fundamental  conditions  were  more  closely 
adhered  to  !  Often  are  we  called  in,  by  the  attendant  accoucheur, 
to  apply  the  forceps  to  a  rigid  cervix  with  not  the  slightest  ten- 
dency to  dilatability,  and,  on  inquiry,  find  that  the  patient  has  been 
in  labor  only  a  few  hours;  as  ofteu  have  we  counselled  patience 
and  perseverance,  with  the  happiest  result  to  mother  and  child. 

The  two  greatest  abuses  of  the  use  of  the  forceps  are :  First, 
their  wilful  application,  not  giving  to  nature  time  to  fulfil  her 
functions.  Secondly,  their  application  in  unsuitable  cases  of  con- 
tracted pelves. 

Before  answering  these  charges,  it  will  be  necessary  to  make 
ourselves  thoroughly  familiar  with  the  statistics  of  forceps  delivery. 

The  statistics,  as  will  be  seen,  were  collected  from  numerous 
sources.  While  Ploss,  Churchill,  and  Tarnier  give  us  an  European 
average  for  the  application  of  the  forceps,  none  can  be  found  for 
the  United  States. 

My  thanks  are  due  to  the  gentlemen  connected  with  the  different 
maternities  throughout  the  United  States,  and  especially  so  to  Prof. 
Barton  Cooke  Hirst,  of  the  medical  department  of  the  University 
of  Pennsylvania,  for  having  placed  at  my  disposal  all  available 
statistics  on  the  subject. 

As  it  will  be  seen,  in  17,573  confinements  the  forceps  was  applied 
1164  times;  giving  an  average  of  1  to  15  and  a  fraction  for  the 
United  States. 
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Frequency  of  the  Application  of  the  Forceps  (Ploss). 
German,  Russian,  and  Swiss  Maternities  and  Clinics. 


Number  of 
cases. 

Frequency  of 
applicatiou. 

Proportion 
of  1  in 

2540 

1016 

25 

39390 

119 

331 

518 

3 

175 

2511 

15 

172 

0608 

45 

146 

838 

6 

139 

12134 

120 

102 

7739 

79 

98 

309 

4 

77 

225 

3 

75 

1387 

19 

73 

4425 

61 

72 

4122 

65 

63 

25181 

413 

61 

1274 

21 

60 

42040 

770 

109 

5792 

111 

52 

2497 

50 

49 

349 

7 

49 

35419 

730 

48 

2551 

48 

47 

22293 

485 

46 

367 

8 

46 

5945 

131 

45 

136 

4 

40 

289 

8 

36 

281 

8 

35 

1400 

46 

36 

1000 

29 

35 

273 

8 

34 

4172 

125 

34 

4741 

150 

31 

2223 

106 

30 

1700 

56 

30 

8036 

277 

29 

610 

21 

29 

563 

20 

28 

562 

21 

27 

672 

25 

27 

1950 

81 

24 

1000 

41 

24 

1460 

59 

24 

4677 

196 

27 

1669 

72 

23 

502 

23 

22 

1464 

67 

22 

637 

29 

22 

693 

32 

21 

338 

16 

21 

5447 

267 

20 

855 

43 

19 

2580 

121 

19 

1129 

58 

19 

1911 

97 

19 

443 

23 

19 

Name  of  operator. 


Osiander  (Gb'ttingen) 
Boer  (Vienna) 
D'Outrepont  (Salsburg) 
Riehter  (Moscow) 
Bartsch  (Vienna) 
Sidorowictz 
Jungmann  (Prague) 
Weidmann  Leydig  and  Pizzola  (May 
Schilling  (Bamberg) 
Roederer  (Giittingen) 

Die  (Moscow) 

Bartsch,  Frank  . 
Flugel  (Bamberg) 
C.  Braun  and  Bartsch  (Vienna),  1857 
Birnbaum  (Cologne) 
C.  Braun  and  Spaeth  (1860-1865) 
Klein  and  Bartsch 
Martin  (Munich) 
Andre  (Breslau)  . 
Klein  (Vienna)  . 
Martin  (Munich) 
Klein  and  Bartsch  (Vienna) 
Kustner  (Breslau) 
Hecker  (Munich) 
Adelmann  (Fulde) 
Ranier  (Landshut) 
Speigelberg  (Freiburg) 
Richard,  Tom.  (Innsbruck) 
Michaelis  ( Kiel) . 
Valenta  (Leybach) 
Hofmann  (Munich)  . 
Rossi  (Gratzi 

D'Outrepont  (WUrtzburg)  . 
Hohl  (Halle) 

Hugenberger  (St.  Petersburg) 
Betschler  (Breslau) 
C.  Braun  (Trieste) 
Joerg  (Leipzig/  . 
Behm  (Stettin)  . 
Elsaser  (Stuttgart) 
Hassmann  (Stuttgart) 
Walter  (Dorpat)  . 
Martin,  Ed.  (Berlin)  . 
Naegele  ( Berlin) 
Kilian  (Bonn) 
Ulsamer  (Landshut)  . 
D'Outrepont,  Hoffmann 
Hermann  (Berne) 
Stark  and  Suerow  (Jena)  . 
Jungmann  (Prague)  . 
Stark,  I.  and  H.  (Jena) 
Birnbaum  (Trieste)  . 
Hiiter  (Marburg) 
Hecker  (Munich) 
Helly  (Trieste)  . 
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;  German,  Russian,  and  Swiss  Maternities  and  Clinics— continued. 


Name  of  operator. 


Crede  (Berlin)  . 
Grenzer  (Dresden) 
Schmidt  (Berlin) 
Abegg  (Danzig)  . 
Scanzoni  (Wiirtzburg) 
Mende  (Gottingen) 
Marrern  (Cologne) 
D'Ontrepont  and  Hoff 
Busch  (Marburg) 
Kaufmann  (Hanover) 
Carus  (Dresden)  . 
Busch  (Berlin)  . 
Breslau  (Zurich) 
Seibold  (Gottingen) 
Pernice  (Grieswald) 
Loder  (Jena) 
Haase  (Dresden) 
Brunatti  ( Dantzig) 
Crede  (Leipzig)  . 
Schultze  (Jena)  . 
Strempfel,  Krause,  Ve 
Ritgen  (Geissen)  . 
Martin  (Jena) 
J.  Stein  (Marburg) 
Streng  (Prague)  . 


&  W 


nek 


(Rostock) 


Number  of 
cases. 

Frequency  of 
application. 

Proportion 
of  1  in 

1220 

63 

19 

9140 

499 

19 

2631 

156 

17 

5190 

306 

1 1 

4170 

252 

17 

1247 

73 

17 

301 

19 

16 

613!) 

379 

16 

781 

49 

16 

273 

18 

15 

2555 

184 

14 

1358 

853 

14 

517 

37 

14 

3252 

245 

13 

316 

93 

13 

424 

24 

13 

4445 

388 

13 

287 

25 

11 

594 

56 

10 

308 

29 

10 

916 

97 

9 

282 

30 

9 

1662 

185 

9 

296 

46 

6 

257 

62 

•  4 

Average  1  in 

.  30 

Dr.  Churchill  gives  the  following  statistics  among  Germans: 


Name  of  operator. 


M.  Richter  (Moscow)  . 
Moschner  and  Kursak  (Prague) 
C.  v.  Liebold  ( Wurtzburg) 

(Berlin) 
E.  v.  Liebold  (Berlin) 
"  (Marburg) 

(Gottingen) 
Dr.  Kilian  (Prague),  1808-1814 
Dr.  Henne  (Copenhagen) 


Dr.  Riecke  . 
Dr.  Ritgen  (Giessen)  . 
Dr.  Merrem  (Cologne) 
Dr.  Carrns  (Dresden)  . 
Dr.  Naegele  (Heidelberg) 
Dr.  Kluge  (Berlin) 
Prof.  Andree  (Breslau) 
Dr.  Brunatti  (Dantzic) 
Dr.  Theys  (Trier) 
Dr.  Voigtel  (Magdeburg) 
Dr.  Kustner  (Breslau) 
Dr.  Adelman  (Fulda) 
Dr.  Jansen  (Ghent) 


826 


Number  of 
cases. 

Frequency  of 
application. 

Proportion 
of  1  in 

3195 

49 

65 

12329 

120 

102.5 

318 

26 

12 

1634 

212 

7.5 

491 

77 

6 

344 

34 

10 

507 

37 

14 

2350 

120 

19.5 

555 

1 

555 

130 

4 

32 

219303 

344 

637.5 

180 

20 

9 

142 

5 

28 

2908 

184 

16 

1411 

22 

64 

809 

55 

16.5 

351 

8 

114 

284 

22 

13 

49 

3 

16 

29 

3 

9 

370 

8 

46 

170 

7 

24.5 

13365 

341 

39 

Average  1  in 


153 
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Name  of  operator. 

Number  of 
cases. 

Frequency  of 
application . 

Proportion 
of  1  in 

Jonn  i^iarite  { jjuiuin )  .... 

1 
i 

3&7Q 
oo  t  o 

Davis  and  Hall  (Dublin)    .       •       *  * 

O 

1  O  1  7 
1Z1  i 

Denman  (London)             .       .       •  . 

OiarKe  (JJuuimj  ...... 

i  n  Ann 

1  Z4: 

F.  H.  Ramsbotham  (London) 

AQ  00  A 

lo,  it  if  0 

to 

A  71 
Oil 

Granville  (London)  ..... 

1  A  O^Q 

7T 
to 

AO  1 

*_/011in&  \  LJUu llll )  •            .  ■ 

OA 
ZD 

621 

i^nurciiin  ^i/uuiin)  ..... 

9fi 
20 

621 

John  Ramsbotham  (London) 

o\J 

J.  Y.  Simpson  (Edinburgh)       .       .  . 

1  Jl  7 

470 

Lever  and  Oldham  (London) 

11    OO  A 

qi  a 

oi  y 

Barnes (London)  ..... 

o  41  o 

Zy*±.  I  o 

6 

J.  o.  rseaie  (ljontion)  ..... 

t  uu 

o 

OKA 

oOU 

TTi**iHTr  o  Tin    \f /lPli  11 1  Aril.'    1  l 

XlclTUY  ttiltl  lVHAvll  11  LUCJi.  yUHUllll}            .  . 

6  634 

24 

276 

Laurence  (Edinburgh)  .... 

i  nnn 

OQ 

OO 

vv  eiieoiey  ^  i-Hiouii/  ..... 

71 1 

1  1  L 

1  77 

Bland  (London)  ...... 

ill 

1  77 

J.  H.  Beale  (London)  

3,381 

22 

154 

Beatty  (Dublin)  

3,381 

22 

154 

Granville-Bozzi  (London)  .... 

640 

5 

128 

Harrison  (London)  

1,000 

11 

90 

Sinclair  Johnson  (Dublin)  .... 

13,748 

200 

69 

"Watson  (Dublin)  

200 

3 

68 

Lawrence  Montrose  (Edinburgh) 

1,000 

28 

36 

Denham  (Dublin)  

856 

26 

53 

Rigby  (London)  

179 

6 

30 

Moore  (London)  

485 

40 

12 

Hamilton  (Falkirk)  

485 

40 

12 

Average  1  in    .       .       .       .  261 


Dr.  Churchill  gives  the  following  statistics  among  English 
practitioners : 


Name  of  operator. 

Number  of 
cases. 

Frequency  of 
application. 

Proportion 
of  1  in 

Dr.  Bland  

1897 

12 

158 

Dr.  Joseph  Clarke  

10387 

14 

742 

Dr.  Merriman  

2947 

21 

140 

Dr.  Granville  

640 

5 

128 

Edinburgh  Lying-in  Hospital  . 

2452 

15 

164 

Dr.  S.  Cusack  (1828)  

398 

1 

398 

"       "       (1829 j   

303 

3 

101 

Dr.  Collins  

16414 

24 

684 

Dr.  Beatty  

1182 

9 

131 

Dr.  Ashwell  ...... 

1278 

6 

213 

William  Warrington  ..... 

88 

1 

88 

William  Mantell  

2510 

6 

418 

Dr.  Churchill  

1700 

3 

567 

Average  1  in 


351 
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Application  of  the  Forceps  in  France. 


Name  of  operator. 

-  - 

Number  of 
cases. 

Frequency  of 
application. 

Proportion 

Madame  Boivin  ...... 

20517 

96 

213 

Madame  Lachapelle  ..... 

22243 

174 

128 

Mr.  Ramboux  

216 

2 

108 

Mr.  Pigeotte  de  Troyes  .... 

1303 

2 

681 

Mr.  Papavoine  ...... 

24 

1 

24 

Big.  Ciniselli  

94 

1 

94 

Baudelocque  

17388 

31 

561 

Average  1  in  . 

.  201 

55000  in  normal  pelves, 

1  in  97 

Paris  Clinic  (1852-1880) 

Maternity  of  Paris  (Dr.  Pinard,1848-1877) 


21615 

584 

■37 

55355 

704 

78 

76970 

1288 

Average  1  in 


59.7 


My  thanks  are  due  to  Dr.  A.  Jacob  for  his  assistance  in  collating  the  above  statistics. 
In  America  (  United  States). 


Where  operated  on. 


Philadelphia  Hospital1 


Total 

At  the  Maternity  Hospital 


Total  . 

Philadelphia  Lying-inCharity  (service 

of  Dr.  C.  M.  Wilson). 
Woman's  Hospital,  Philadelphia 

Buffalo  Maternity  Hospital . 

Obstetrical  service  in  the  University 
Hospital. 


Number  of 

Frequency  of 

Proportion 

\  ear. 

cases. 

application 

of  1  in 

1874 

247 

13 

19 

1875 

258 

12 

21.5 

1876 

244 

16 

15 

1877 

271 

13 

21 

1878 

210 

14 

15 

1879 

181 

12 

15 

1880 

282 

11 

25 

1881 

187 

5 

37 

1882 

200 

3 

67 

1883 

224 

6 

37 

1884 

232 

4 

58 

1885 

197 

11 

18 

1886 

178 

6 

30 

1887 

182 

6 

30 

1888 

216 

2 

108 

1889 

186 

8 

23 

3495 

142 

25 

1886 

111 

14 

8 

1887 

126 

19 

6.5 

1888 

118 

14 

8.5 

1889 

111 

5 

22 

1890 

121 

14 

9 

587 

66 

8.9 

1889-1890 

168 

16 

10.8 

1862-1890 

2025 

150 

134 

Since  org. 

140 

24 

53 

1886-1890 

Sept. -Jan. 

20 

3 

1889-1890 

1  Through  kindness  of  Dr.  D.  E.  Hughes, 


Chief  Resident  Physician. 
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In  America  {United  States) — continued. 


Where  operated  on. 

Year. 

Number  of 
cmses. 

Frequency  of 
application 

■ 

Proportion 
of  1  in 

/ii       ,  •    tt      *t  i   -nr    i  ■     f        x\  n 
(_/OluniDi<i  xiospit&lj  w tiSiinigton j  JJ.  L<. 

T  t  t  1  \r     "\Ti  iv 

o  \ny—±>  u  v . 

58 

58 

1  890 

Hroo k  1  y  n  JV1  iite r n  1 1 y     .       .       .  > 

3  years. 

257 

15 

17 

H&rtford  Ilospit&l        ■       •       •  • 

Ending 

218 

1 

218 

Opt   1 RRQ 

xiartioro.  Hospital  .... 

hj  11  d  i  11 

41 

1 

41 

vCl.  I  no  J 

Woman  3   xxospitiil  and   p oundliDg  s 

1  ftftQ   1  RQfl 

93 

2 

46} 

HomSj  Detroit^  Midi. 

T  vpii  rQ 

85 

5 

17 

Boston. 

Monro©  County  A.lms~hous6>  Rocliss- 

I  O  J  "±—1  OJU 

lfi8 

5 

33 

ter,  N.  Y. 

Slnnnp  ATnfprnitv  TTnQnital    "N"  "V 
uiuaiic  luatci  u  i  ii  y    1 1  '  '■  i  1 i 1 i  •,           i  -  • 

1000 

83 

12 

N  p  w  Y  r>T*lr  T^rtn  ti  n  1  i  n  ct  A  q v  1  i  i  m  (  Qprvi  c*i> 

11  CW      1  Ul  IV    X  Lf  UllUllUX    i!3V  1  Hill    1             V  1  V^C 

100 

8 

12 

K)L  VJT.    1(.        i ell  ft.  j  J.V.L..L/.  1 

The  Retreat,  Cleveland 

1885-1890 

156 

13 

12 

Bellevue  Maternity  Hospital 

1890 

178 

10 

18 

New  York  Infant  Asylum  . 

1888-1890 

586 

82 

7 

Charity  Maternity,  Blackwell's  Island, 

1886-1890 

2245 

263 

9 

N.  Y.i 

Maternite  Hospital,  Baltimore 

1874-1890 

1700 

151 

12 

Charity  Hospital,  New  Orleans  . 
Woman's  Refuge,  Chicago  . 

1881-1890 

1029 

52 

20 

5  years. 

76 

5 

15 

Boston  Lying-in  Charity 

112 

7 

16 

Hiram  Corson,  M.D.  (private  practice) 

3036 

59 

56 

Conshohocken,  Pa. 

From  Various  Sources. 


Name  of  operator. 

Number  of 

cases. 

Frequency  of 
application. 

Proportion 
of  1  in 

Macgeli  (Heidelberg)  

1711 

55 

31 

1111 

68 

16 

Seibold  (Berlin)  

2093 

300 

7 

Ahlfield  

308 

3 

102 

Spaeth's  Clinic  (Vienna)  .... 

2761 

77 

35 

Munchmeyer's  Royal  Frauenklinik,  Dresden 

7322 

206 

35.5 

Royal  Maternity  (Edinburgh) 

10.6 

Simpson's  Memorial  Hospital 

7.2 

Edinburgh  Maternity  Hospital  . 

1417 

3 

472 

Rotunda  Hosp.  (Dublin)  3  yrs.  ending  1886 

3414 

203 

16 

With  such  tables  before  us,  how  can  we  reconcile  ourselves  to  the 
statements  of  men  who  claim  the  necessity  of  applying  the  forceps 
in  nearly  every  other  case  of  confinement  occurring  under  their 

1  Total  number  of  confinements  in  this  Maternity,  from  January  1,  1881,  to  Novem- 
ber 30,  1890,  was  4484.  No  record  of  forceps  cases  was  kept  prior  to  1886  ;  an  average 
was,  therefore,  made  from  1886. 
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care  ?  A  few  weeks  ago  I  was  informed  of  a  physician  who  never 
allowed  a  patient  to  deliver  herself,  and  that  the  patients  who  were 
not  delivered  by  the  forceps  were  those  who  were  fortunate  enough 
to  deliver  themselves  before  his  arrival.  One  can  hardly  credit 
such  facts. 

How  often  do  we  hear :  "  I  have  had  a  terrible  confinement." 
"  Why,  how  long  was  your  patient  in  labor?"  "Only  a  few 
hours."  "Why  did  you  apply  the  forceps?"  An  indefinite  answer. 
"  How  about  the  perineum  and  the  cervix  ?  "  "  The  perineum  gave 
way;  did  not  examine  the  cervix."  Could  it  be  otherwise?  No 
justifiable  reasons  are  given  why  the  forceps  were  applied  ;  the  Idat 
was  what  was  aimed  at,  not  the  safety  of  the  patient. 

My  attention  was  called  to  the  following  case  : 

A  woman  of  a  highly  nervous  temperament  was  taken  with  the  premoni- 
tory symptoms  of  labor  one  morning  about  seven  o'clock.  It  was  her  first 
labor  ;  her  attendant  saw  and  examined  her  shortly  afterward,  no  labor ; 
within  three  hours  another  visit  and  examination  were  made,  no  labor  ;  at 
half-after  twelve  the  os  was  soft,  but  not  dilated.  The  attendant  being 
called  to  another  confinement,  did  not  again  see  the  case  until  four  o'clock  in 
the  afternoon,  or  three  and  a  half  hours  after  his  last  visit,  when  he  found  that 
another  physician  had  been  called,  and,  to  his  horror,  discovered  that  the 
patient  had  been  delivered  by  the  forceps.  The  lacerations  were  of  the  most 
formidable  character ;  the  unfortunate  woman  hovered  between  life  and 
death  for  days. 

Why  the  forceps  was  applied  the  conscience  of  the  physician 
can  answer.  In  passing  I  will  merely  state  that  the  regular 
attendant  was  momentarily  expected. 

A  few  weeks  ago  I  attended  a  lady  in  her  second  confinement. 
Examination  revealed  an  old  rupture  of  the  perineum  clear  down 
to  the  rectum,  without  involving  the  bowel.  On  inquiry,  I  found 
that  the  patient  had  been  a  few  hours — according  to  the  patient, 
three  hours  at  the  utmost — in  labor  •  her  labor  encroaching  on  the 
time  her  attendant  expected  to  be  at  a  "  quail  supper,"  the  first  of 
the  season,  was  terminated  by  the  forceps,  and  a  badly  ruptured 
perineum  the  result. 

In  another  case  in  which  the  patient,  a  primipara,  was  taken  in 
labor  about  ten  o'clock  in  the  morning,  the  forceps  was  applied 
about  three  hours  after,  simply  because  the  attendant  had  another 
patient  in  labor ;  the  result  was  a  complete  laceration  of  the  peri- 
neum involving  the  rectum  fully  two  inches. 
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I  claim  that  we,  as  obstetricians,  have  no  right  to  apply  forceps 
simply  to  save  time ;  our  time  belongs  to  our  patient,  and  any  unjus- 
tifiable application  of  the  forceps  to  a  case  that  is  taking  its  natural 
course  I  look  upon  as  nothing  less  than  a  criminal  assault. 

Another  point,  the  patient's  right.  What  right  have  we  to  hand 
over  to  a  husband  a  lacerated  woman,  an  invalid  wife?  Often  an 
invalid  wife  means  years  of  hard  work  and  struggle  to  the  husband, 
for  it  is  amongst  the  working  class  that  the  greatest  abuse  of  the 
forceps  occurs — often  the  alienation  of  his  affection  and  the  sub- 
stitution of  a  mistress. 

The  application  of  the  forceps  in  regard  to  the  mortality  of  the 
mother  should  be  taken  into  consideration.  Dr.  Churchill  gives  a 
mortality  to  the  mother,  in  England,  of  1  to  every  21J  cases.  In 
France  and  Germany,  of  1  to  every  34  cases.  Rotunda  Hospital 
13  to  22  per  1000.  St.  Thomas's  Hospital,  for  two  years,  5.4  per 
1000.  As  will  be  seen,  Hugenberger  makes  the  following  state- 
ment :  "  Iu  contracted  pelves,  where  forceps  are  used,  30  per  cent, 
die,  and  70  per  cent,  are  made  very  ill." 

Mortality  to  the  Mother. 

Dr.  Churchill,  England,  812  cases;    38  died  =  1  in  21J. 

"  "       in  France  and  Germany,  4941    "       142    "    =  1  in  34. 

Hugenberger  states  that  in  contracted  pelves  30  per  cent,  died,  and  70  per  cent,  are 

made  very  ill. 
Rotunda  Hospital,  1847-1875,  13  per  1000. 

"  "       1871-1875, 22  «' 

St.  Thomas,  1874  7.4  " 

1875  3.4  " 

Mean  mortality  for  2  years,   5  4  " 

Mortality  to  the  Child. 

Guy's,  1863-1875,  forceps  rate,  1  in  200.    Mortality  to  child,  2.7  per  cent. 
St.  Thomas,  1874,     "        "    1  in  18.  "  "         2.8  " 

"  1875,     '<        "    1  in  16.  "         "         2.8  " 

Dr.  Churchill,  England,  694  cases;  142  lost  =  1  in  5. 

"  Europe,  5037    "       858  "    =  1  in  5j. 

Poppel,  102    "        11  " 

Hugenberger,  70  per  cent.,  with  forceps  in  contracted  pelves. 
Williams,        60      "         "         "  «  " 

Speigelberg,     17       "  "  "  "  " 

Forceps  in  Kelation  to  Idiocy. 

Of  25  living  idiots,  marks  of  pressure  on  both  sides  of  the  cranium  were  found  in 
6  cases. 

General  well-marked  cerebral  atrophy  in  1  case. 

Out  of  810  cases  of  idiocy,  35,  or  4.3  per  cent.,  were  said  to  be  due  to  forceps. 

(Winkler  k  Bollaam.) 
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The  forceps  in  relation  to  idiocy,  as  given,  is  about  4.3  per  cent. 
Those  are  the  actual  known  cases.  This  certainly  does  not  give 
the  true  number,  for  seldom  are  the  cases  seen  much  beyond  the 
actual  lying-in  week. 

Dr.  Osier,  in  reviewing  the  literature  in  regard  to  the  influence 
of  compression  of  the  forceps  upon  the  fetal  head  in  the  produc- 
tion of  cerebral  paralysis,  collected  nine  cases  which  he  personally 
observed  of  children  delivered  with  forceps  and  palsied. 

With  such  statistics  it  manifestly  shows  that  the  forceps  is  not 
the  innocent  instrument  many  would  believe  it  to  be. 

Now  in  regard  to  the  second  abuse,  contracted  pelvis.  Uncer- 
tainty in  the  majority  of  cases  can  really  be  said  here  to  take  the 
place  of  wilfulness.  If  the  diameters  of  the  mother's  pelvis  and 
those  of  the  child's  head  were  remembered,  many  cases  would  be 
terminated  from  the  start  by  other  and  more  appropriate  means 
than  by  the  forceps. 

What  is  the  diameter  that  will  admit  of  the  extraction  of  a  living 
child,  with  the  least  danger  to  the  mother  ? 


Cazeaux,  puts  the  limit  of  the  application  of  the  forceps  at  3  inches. 

Leishman,  "  "  "  "  "  3i  " 

W.  Tyler  Smith,  "  "  "  "  "  3i  " 

Bush,  of  Berlin,  "  "  "  "  "  21-3  " 

Burns,  "  "  "  "  "  3*  " 

Dr.  Joseph  Clark,  "  "  "  "  "  31  " 

Osborn,     .  "  "  "  "  "  3  " 

Gunning  S.  Bedford,  "  "  "  "  "  3J  " 

Parvin,  "  "  "  "  "  3  " 

AlphonseLeRoi,  "  "  "  "  "  3i  " 

Dr.  Aitkin,  "  "  "  "  "  3  " 

Dr.  Busch,  "  "  "  "  "  21-3  " 

Huston-Churchill,  "  "  "  "  "  3  " 

Hodge,  "  "  "  "  "  3  " 

E.  P.  Davis,  "  "  "  "  "  \  3  " 

Lusk,  "  "  "  "  "  3-31  " 

In  France,  "  "  "  "  "  3  " 


I  have  never  seen  a  full-term  living  child  extracted  through  a 
pelvis  less  than  three  inches.  It  is  in  these  cases  where,  after 
repeated  failures  with  the  forceps,  the  woman  badly  lacerated  and 
completely  exhausted,  craniotomy  is  resorted  to  :  the  woman  dies — 
an  almost  foregone  conclusion.  Where  is  the  blame  attached? 
Certainly  not  to  the  forceps,  but  to  the  craniotomy  ! 
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I  was  once  requested  to  meet  a  physician  in  a  case  of  confinement ; 
the  note  asked  me  to  bring  my  Wallace  forceps,  as  the  head  was  low 
down  and  impacted.  The  patient,  a  primipara,  had  been  in  labor 
about  twelve  hours,  and  the  head,  instead  of  being  low  down,  was  just 
engaged  at  the  superior  strait ;  a  marked  deformity  in  the  antero- 
posterior diameter  existed,  which,  after  careful  measurement,  showed 
a  diameter  of  two  aud  three-quarters  inches  ;  the  head  seemed  pre- 
maturely ossified — in  fact  the  case  was  really  one  for  Cesarean 
section,  but  craniotomy  was  insisted  upon.  The  forceps  (Hodge) 
had  been  applied  before  my  arrival,  but,  the  purchase  being  poor, 
it  had  slipped,  causing  a  laceration  extending  from  the  uterus  on 
each  side  to  the  vulva,  and  the  boues  of  the  ascending  rami  could 
be  distinctly  felt.  Craniotomy  was  performed ;  it  was  one  of  the 
most  difficult  tasks  that  I  ever  undertook.  The  woman  never 
rallied  from  the  shock,  and  died  in  eighteen  hours — not  from  the 
abuse  of  the  forceps,  oh,  no,  but  from  the  craniotomy. 

In  another  case,  that  on  examination  of  the  pelvis  after  death  gave 
a  diameter  of  two  and  three-quarters  inches,  the  woman  had  been 
delivered  with  the  forceps  of  a  dead  and  horribly  mutilated  child. 
I  saw  the  patient  on  the  third  day  ;  examination  revealed  a  rupture 
of  the  perineum  clear  up  into  the  bowel  for  fully  four  inches. 
The  entire  anterior  portion  of  the  vagina,  including  the  bladder, 
was  torn  completely  through  ;  there  were  lateral  lacerations  of  the 
vagina.  God,  in  His  mercy,  relieved  the  unfortunate  woman  of 
her  sufferings  a  few  hours  after  I  saw  her.  Could  a  more  heart- 
rending sc«ne  be  conceived  ? 

It  is  for  such  cases  I  appeal.  Let  the  study  of  the  deformities  of 
the  pelvis  be  well  inculcated,  and  the  fear  of  Cesarean  section  be 
eradicated  from  the  breast  of  the  obstetrician,  and  we  shall  never  be 
called  upon  to  record  such  sad  cases  as  above. 

I  hope  the  time  will  come  when  the  consulting  accoucheur,  called 
to  apply  the  forceps  in  a  pelvis  less  than  three  inches,  will  firmly 
refuse  to  do  so,  and,  if  the  child  be  alive,  will  insist  on  Cesarean 
section,  thus  saving  the  mother  and  child  from  being  terribly  muti- 
lated by  the  forceps  and  then  of  being  killed  by  the  horrible 
operation  of  craniotomy. 

Munchmeyer,  in  his  report  of  the  Royal  Frauenklinik,  makes 
the  following  pertinent  remarks  concerning  the  forceps  and  its 
application  :  1.  It  is  necessary  to  bear  in  mind  that  the  forceps  is 
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the  bloodiest  obstetric  operation,  in  consequence  of  the  lacerations 
caused  by  the  instrument.  2.  It  is  necessary  to  bear  in  mind  the 
familiar  conditions  of  this  operation.  3.  The  high  forceps  operation 
should  be  avoided  as  far  as  possible;  it  should  only  be  practised 
by  the  expert  hand,  after  an  accurate  estimate  of  all  the  dangers 
involved.  4.  Even  in  cases  of ''easy"  forceps,  significant  tears  of 
the  vagina  and  cervix  may  occur  without  injury  to  the  perineum. 
These  tears  may  even  cause  fatal  hemorrhage.  5.  Accordingly,  it 
is  necessary  to  limit  the  indications  of  this  operation. 


■ 


SOME  OF  THE  CAUSES  OF  PELVIC  DISEASE. 


By  MOEDECAI  PRICE,  M.D., 

PHILADELPHIA. 


It  would  be  unnecessary  to  say  some  of  the  causes  of  pelvic  dis- 
ease if  it  were  not  for  the  fact  they  are  almost  without  number  ;  in 
my  opinion  gonorrhea  leads  the  list,  electricity,  forcible  dilatation, 
cervical  surgery,  the  use  of  the  sound,  meddlesome  midwifery, 
general  uncleanliuess,  etc.,  all  contributing.  I  will  call  your  atten- 
tion to  the  first  four  and  hope  to  elicit  a  thorough  discussion  from 
the  Society. 

As  to  the  gonorrheal  causes  of  pelvic  disease,  we  cau  only  say 
that  the  teachings  of  the  past  have  had  much  to  do  with  the  abso- 
lute want  of  fear  of  this  disorder.  It  has  been  taught,  within  my 
own  knowledge,  that  it  was  nothing  worse  than  a  bad  cold,  easy  to 
get  rid  of,  and  non-infectious  in  character.  One  noted  teacher  in 
our  city  said  to  his  class,  "  Noue  of  you  gentlemen  will  be  able  to 
treat  this  disorder  until  you  have  had  it."  Can  any  of  us  wonder 
after  such  teaching  to  a  medical  class  who  are  to  go  forth  and  be 
the  advisers  of  young  men,  that  so  little  stress  should  be  laid  upon 
the  dangers  of  marriage  under  such  conditions. 

jNoeggerath  in  his  celebrated  paper,  "  The  Causes  of  Sterility," 
gives  a  faithful  picture  of  the  conditions  in  the  female  following 
this  disorder,  and  teaches  the  medical  world  a  Lesson  in  morals 
that  they  in  turn  must  transmit  to  future  generations. 

When  a  man  comes  to  us  now  with  a  chronic  gleet  or  suffering 
from  the  effects  of  a  gonorrhoea,  however  slight,  can  we  advise  him 
to  marry  ?  No  honest  man  will,  knowing  the  consequeuces, 
having  before  him  the  absolute  proof  of  its  devastating  effects  upon 
the  pelvic  organs,  destroying  their  functions  and  forever  disabling 
the  woman  from  being  a  mother,  rendering  her  a  cripple  and 
bringing  her  in  many  cases  under  the  knife  to  save  her  life. 
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The  question  of  to-day  is,  how  to  get  rid  of  this  evil.  To  teach 
it  in  the  Sunday-school,  a^  one  prominent  man  said  after  hearing 
Noeggerath's  paper,  is  not  enough.  Every  man  should  be  taught 
its  danger,  let  him  teach  his  boy  chastity  and  the  avoidance  of  the 
disease,  and  if  he  have  a  daughter  let  him  be  sure  that  daughter 
does  not  fall  into  the  arms  of  a  sexual  leper.  Let  him  guard 
well  his  own  daughters  against  the  impurity  of  other  men's  sons, 
but  let  him  so  teach  his  own  that  when  they  come  to  take  wives 
they  will  be  as  pure  as  they  expect  the  woman  to  be.  I  could 
give  you  numbers  of  instances  of  the  want  of  knowledge  on  this 
subject  or  the  utter  depravity,  the  outcome  of  lax  teaching,  but 
will  report  only  one  case. 

The  case  to  which  I  wish  to  call  your  attention  is  that  of  a  patient,  aged 
forty,  mother  of  five  children.  Had  always  been  a  strong,  vigorous,  healthy 
woman,  with  no  vaginal  discharge  or  any  uterine  disease,  or  as  she  put  it, 
never  knew  she  had  a  womb  up  to  the  period  to  which  I  wish  to  call  your 
attention. 

I  delivered  her  August  1st  of  her  fifth  child,  strong  and  healthy,  with  no 
purulent  ophthalmia.  There  was  nothing  in  the  after-condition  of  the  woman 
up  to  the  fourth  week  to  indicate  infection.  Six  weeks  after  the  confine- 
ment I  was  called  to  her  bedside  and  found  her  suffering  from  ad  the  symp- 
toms of  acute  gonorrhea.  Her  condition  was  a  most  pitiable  one  indeed, 
the  inflammatory  condition  had  already  involved  the  uterus  and  appendages, 
she  was  under  the  impression  she  had  taken  cold.  I  did  not  attempt  to 
change  her  diagnosis,  prescribed  for  her  condition  and  left  to  hunt  up  her 
husband.  I  had  proceeded  but  a  short  distance  from  the  house  when  I  met 
him,  and  he  demanded  to  know  what  was  the  matter  with  his  wife,  in  a  tone 
of  voice  and  manner  counterfeiting  a  badly  used  husband.  1  told  him  he 
was  the  proper  man  to  impart  that  knowledge  to  me  ;  he  at  once  demanded 
to  know  if  I  had  told  his  wife  what  the  trouble  was,  threatening  to  kill  me 
if  I  ever  did  so.  He  admitted  having  the  disease  aud  thought  he  had  been 
cured.  As  Dr.  Baldy  puts  it  in  one  of  his  recent  papers,  "  she  was  in  that 
state  of  life  when  one  would  expect  her  husband  to  infect  her  with  gonor- 
rhoea." 

This  case  continued  for  four  months,  having  in  that  time  repeated  attacks 
of  old-fashioned  pelvic  peritonitis,  with  a  constant  irritating  vaginal  dis- 
charge. She  never  left  her  bed.  At  the  end  of  the  fourth  month  rupture 
of  one  of  the  tubal  abscesses  into  the  peritoneal  cavity  produced  general 
peritonitis  and  death  in  a  few  days.  No  operation  was  permitted.  Post- 
mortem showed  plainly  the  disease  to  be  confined  to  the  tubes,  both  being 
filled  with  pus.  . 

This  is  one  case  out  of  over  a  hundred  that  I  could  report  in  my 
own  work  and  that  of  my  brother,  aud  yet  we  find  in  the  Medical 
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and  Surgical  Reporter  this  unqualified  statement,  "  I  wish  first  to 
affirm  that  there  is  no  evidence  that  justifies  the  assumption  that 
this  is  a  dangerous  condition." 

I  believe  that  at  least  one-third  of  all  pelvic  disorders  in  women 
come  from  gonorrhea.  There  is  not  a  delegate  in  this  house  who 
has  not,  under  his  care,  some  such  cases. 

2.  The  second  subject  of  my  paper,  Electricity,  has  been  the 
all-absorbing  one  of  gynecologists  for  a  short  period.  They  have 
promised  much  and  led  their  patients  to  expect  more.  Untold 
promises  of  cure  predicted,  patients  kept  under  weekly  treatment 
for  months,  without  the  slightest  proof  of  its  usefulness  or  benefit. 
These  same  cases  have  been  reported  to  us  as  greatly  relieved  and 
cured ;  on  examination  of  patients  after  such  treatment  we  find  the 
diseased  condition  aggravated,  numberless  complications,  such  as 
adhesions,  inflammatory  thickening  and  induration,  matting  the 
pelvic  organs  in  one  indistinguishable  mass.  The  use  of  electricity 
in  pelvic  inflammatory  troubles  has  been  more  fruitful  of  mischief 
than  any  other  condition,  save  gonorrhoea. 

The  electricians,  passing  over  every  organ  of  the  body,  every 
abnormal  growth  and  disease  that  flesh  is  heir  to  without  benefit, 
except  in  the  mind  of  the  operator,  have  made  one  grand  rush  to  be 
gynecologists  and  trust  to  the  hidden  recesses  of  the  vagina  and 
uncomplaining  uterus  for  their  field  of  attack. 

But  few  women  escape  their  clutches,  many  of  them  at  the 
beginning  suffering  from  such  slight  ailments  that  a  dose  of  salts 
or  an  injection  of  hot  water  or  regulation  of  the  diet  would  have 
cured,  have  after  constant  electrical  treatment  been  made  invalids 
for  life. 

Have  the  promises  of  the  electricians  been  fulfilled,  have  fibroid 
tumors  been  removed,  have  extra-uterine  pregnancies  been  made 
safe,  have  pyosalpinx  and  adhesions  been  melted  away — the  uterus 
bound  up  in  an  inflammatory  deposit  been  made  free? 

Not  one  of  these  promises  has  been  fulfilled,  all  this  and  more 
they  would  have  us  believe,  and  that  too  when  weekly  these  cases 
are  brought  to  us  for  operation. 

Some  of  them  had  been  under  our  care  before  they  underwent 
electrical  treatment,  and  were  not  thought  of  sufficiently  serious 
nature  to  warrant  operative  interference,  but  they  returned  to  us 
with  every  symptom  of  their  disease  exaggerated. 
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If  time  would  permit  I  could  give  you  a  history,  coming  under 
each  of  these  headings,  which  would  be  ample  proof  of  the  serious 
and  injurious  character  of  such  treatment. 

Is  there  anything  to  prove  its  usefulness ;  have  not  the  very 
men  who  advocated  its  use  in  extra-uterine  pregnancies  retired 
from  such  treatment,  many  of  them  denouncing  it  as  useless  and 
dangerous? 

3.  Forcible  Dilatation  perhaps  in  the  hands  of  one  thoroughly 
competent  to  select  his  cases,  might  be  of  service  in  some  form  of 
stenosis.  I  have  yet  to  find  one,  but  I  have  found  those  who  have 
been  greatly  injured,  made  cripples  for  life  by  forcible  dilatation. 

Patient — before  operation  able  to  attend  to  her  household  duties, 
marital  relations  satisfactory,  save  the  one  great  drawback,  sterility — 
treated  by  forcible  dilatation,  and  from  that  day  and  hour  a  con- 
stantly increasing  pain  and  pelvic  disorder ;  so  that  many  of  them 
become  chronic  invalids  from  diseased  tubes  brought  about  by  the 
traumatism  of  the  dilatation. 

Many  of  these  cases  can  give  no  other  reason  when  they  come 
to  us  than  that  they  were  always  well  until  the  doctor  stretched 
the  womb.  Whether  there  was  any  preexisting  trouble  they  are 
not  able  to  say,  so  common  have  such  complaints  become  that  it  is 
a  leading  question  in  examination  of  pelvic  cases,  "  Have  you  had 
an  operation  for  dilatation?" 

Case  in  point.  This  patient  had  been  married  twelve  years,  suffered  with 
slight  leucorrhea,  no  pain  or  positive  indication  of  tubal  trouble,  nothing  to 
mar  or  interfere  with  marital  relations  save  the  fact  of  no  children.  She 
consulted  a  celebrated  gynecologist  in  relation  to  her  sterility,  and  was  told 
that  there  was  no  pelvic  disease  and  no  cause  that  he  could  find  save  the  un- 
usually small  opening  in  the  womb,  which  he  could  remove  without  danger  or 
trouble  by  dilatation  and  then  there  would  be  no  impediment  to  her  bearing 
children.  Dilatation  was  performed,  patient  returned  home,  had  a  mild 
attack  of  pelvic  inflammatory  trouble,  tubal  disease  now,  an  old-fashioned 
pelvic  peritonitis. 

She  slowly  reacted  from  this  inflammatory  condition,  had  six  recurring 
attacks  before  she  became  my  patient,  when  I  found  her  suffering  with  a 
general  peritonitis,  the  temperature  103.5°,  pulse  150,  pelvis  blocked.  It 
was  at  once  decided  to  operate  and  remove  the  appendages,  the  more  than 
probable  cause  of  her  peritonitis.  Section,  both  sides  greatly  distended  with 
pus,  leaking  right  into  the  peritoneal  cavity.  Irrigation  and  drainage  with 
oomplete  removal  of  both  sides  ;  this  patient  made  a  good  recovery  ;  nothing 
in  the  world  but  the  knife  could  have  saved  her. 
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If  this  patient  had  any  tubal  trouble  when  the  dilatation  was 
performed  it  was  not  suspected  by  the  operator,  and  therefore 
gave  no  trouble. 

This  is  only  one  result  of  dilatation  as  it  has  come  under  my 
own  observation ;  I  could  give  you  a  number. 

4.  Lacerations  of  the  cervix  uteri  in  the  hands  of  our  illustrious 
friend,  Dr.  Emmet.  This  operation  is  not  only  justifiable  but  of 
great  and  lasting  benefit  to  women  so  afflicted,  and  could  the 
medical  profession  have  this  gifted  leader  in  plastic  work  make 
a  diagnosis  for  them  and  tell  them  what  to  do  in  each  individual 
case,  or  better,  perhaps,  do  the  operation  himself,  there  could  be 
nothing  but  good  come  of  it. 

But  in  the  hands  of  the  uneducated  and  unprincipled,  as  well  as 
the  educated  physician,  great  harm  is  being  done  daily  by  this 
operation — the  improperly  selected  cases,  and  but  few  men  are  able 
to  select  cases  for  this  operation. 

Any  preexisting  pelvic  disease  is  a  positive  contra-indication. 
The  bungling  manner  in  which  it  is  performed  by  most  operators, 
the  violence  done  to  pelvic  organs  during  operation,  the  length  of 
time  consumed  in  the  work,  make  it  a  most  fruitful  cause  of  pelvic 
disease. 

Most  of  these  women  would,  without  meddlesome  treatment,  go 
through  life  with  very  little  danger  of  inflammatory  trouble ;  but 
the  slightest  manipulation  or  rough  treatment,  such  as  closure  of 
lacerated  cervix,  would  bring  on  trouble  of  an  incurable  character, 
many  of  them  having  to  submit  to  removal  of  appendages. 


CHRONIC  PURULENT  ENDOMETRITIS. 


By  JOHN  CHASE  SEXTON,  M.D., 

EUSHVILLE,  IND. 


Concerning  endometritis,  so  much  has  been  written  and  said 
that  better  had  never  been  written  or  left  unspoken,  that  some 
courage  is  required  on  the  part  of  the  writer  who  would  attempt 
anything  further  upon  this  topic. 

In  view,  however,  of  failure  to  appreciate  and  disappointment 
in  following  the  teaching  of  some  writers  upon  this  subject,  the 
attempt  is  here  made  to  call  out  a  discussion  upon  purulent  dis- 
charge from  the  uterus. 

At  the  risk  of  being  tedious,  permit  me  to  present  in  detail  the 
clinical  history  of  three  cases  coming  under  my  observation. 

Case  I. — In  the  night  of  August  17,  1887,  I  was  called  to  Mrs.  A.,  who 
was  said  to  be  flooding.  She  was  thirty-eight  years  of  age,  mother  of  four 
children,  and  has  had  poor  health  for  seven  years — since  the  birth  of  her 
last  child.  She  was  always  a  remarkably  strong  and  healthy  woman,  of 
large  frame  and  great  power  of  endurance.  During  the  last  seven  years 
she  had  hardly  known  a  day  when  she  was  not  having  hemorrhages. 

During  the  last  six  months  previous  to  my  visit  the  discharge  had  become 
less  bloody  but  much  more  offensive  and  irritating.  Pus  at  all  times,  and 
at  intervals  in  large  quantities,  was  discharged,  until  she  felt  that  she  was 
loathsome  to  all  about  her.  The  number  of  gallons  of  hot  carbolized  water 
that  had  been  thrown  into  her  vagina  during  these  seven  years  was  some- 
thing beyond  belief.  She  had  become  exhausted,  anemic,  had  a  well-marked 
septic  cachexia,  frequent  blindness,  constant  dizziness,  and  occasional  faint- 
ing attacks.  The  present  indication  was  to  check  the  bleeding,  which  was 
done  with  a  gauze  tampon  (vaginal)  and  ergot.  On  the  next  day  the  gauze 
was  removed  and  the  stench  from  her  vagina  was  most  foul.  Hot  water 
through  an  intra-uterine  douche  cleansed  the  parts  and  arrested  the  bleed- 
ing.   Uterus  four  inches  deep,  retroverted,  stellate  superficial  tear  of  cervix. 

The  purulent  discharge  resisted  all  efforts  at  cure  by  washing.  The  odor 
to  antiseptics  was  invulnerable.    Without  previous  dilatation,  the  os  per- 
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mitted  my  finger  to  enter  the  uterus  beyond  an  inch  and  a  half.  Only  a 
softened  condition  of  the  membrane  was  discovered.  Using  a  Sims's  sharp 
curette,  I  scraped  the  cavity  as  clean  as  I  could.  There  was  less  pain 
than  I  had  anticipated,  and  quite  free  hemorrhage,  which  was  controlled  by 
hot  water.  The  uterus  was  packed  with  iodoform  gauze.  A  sharp  rise  of 
temperature  followed  this,  lasted  four  days,  and  then  subsided.  I  swabbed 
the  cavity  with  Churchill's  iodine  and  again  applied  the  gauze  tampon. 
This  second  dressing  was  kept  in  place  twenty-four  hours,  and  when  re- 
moved, to  the  delight  of  all  concerned,  the  rotten,  decomposing  odor  had 
disappeared. 

No  rise  of  temperature  followed  the  second  packing,  but  the  skin  took  on 
a  darker  hue  as  if  she  was  about  to  become  jaundiced.  (This  discoloration 
is  almost  always  noticed  after  a  rapid  dilatation.)  Under  this  plan  of 
treatment  she  did  well.  Her  menstruation  occurred  on  the  next  month, 
and  was  natural  for  the  first  time  in  seven  years. 

She  completely  recovered,  ratified  her  cure,  and  I  was  present  at  the 
demonstration  when  she  presented  her  husband  with  twins. 

December  26,  1888.  She  had  an  easy  delivery,  a  prompt  recovery,  and  is 
now  (August,  1890)  in  perfect  health. 

Case  II. — Mrs.  G.  called  me  on  November  21,  1888.  She  was  twenty- 
eight  years  of  age,  had  borne  two  children,  and  lost  her  health  since  the 
confinement,  four  years  before.  She  had  a  smart  po3t-partum  hemorrhage 
at  that  time,  and,  although  she  got  up  in  good  season,  was  never  well.  Had 
heavy,  dragging  pains,  loss  of  strength  and  appetite.  Her  baby  was  taken 
sick  and  died  at  two  months,  and  after  the  secretion  of  milk  dried  up  she 
complained  most  bitterly  of  the  increase  of  weight  and  fulness  about  the 
pelvis. 

At  her  first  menstruation  nothing  particularly  wrong  was  noticed  except 
that  the  flow  lasted  six  days,  became  paler,  and  gave  an  odor  that  was  more 
objectionable  than  normal.  Her  next  menstruation  occurred  in  three  weeks. 
Soon  the  periods  became  two  weeks  apart,  and  before  a  year  had  elapsed 
she  found  herself  compelled  to  wear  her  napkins  almost  all  the  time. 

The  discharge  now  grew  paler  and  more  offensive.  She  rapidly  lost  flesh 
and  strength.  An  intercurrent  attack  of  malaria  prostrated  her  still  more. 
Her  friends  despaired  of  her  life. 

She  tried  various  remedies  and  plans  of  treatment,  but  of  no  avail.  Her 
pain  was  not  so  great,  but  the  almost  constant  offensive  discharge,  the  sud- 
den eruptions  of  hemorrhage,  the  constant  slight  elevation  of  temperature, 
inability  to  do  work,  no  sexual  desire  or  capacity,  a  constant  expense  to 
her  husband — all  these  combined,  in  a  sensitive  woman,  to  make  her  exist- 
ence hard  indeed. 

In  this  extremity,  after  a  bleeding  which  had  left  her  almost  pulseless,  I 
found  my  most  discouraged  patient.  Herself,  her  bed,  and  her  house 
emitted  an  odor  of  decomposition  that  was  most  powerful,  penetrating,  and 
persistent.  Exposing  the  vulva,  and  inserting  a  speculum,  was  like  raising 
the  lid  of  a  cauldron  whence  the  fearful  odor  was  brewed. 


280 


SEXTON, 


The  uterus  was  four  and  one-quarter  inches  deep;  the  os  open.  Draw- 
ing down  the  organ  I  could  introduce  my  finger  its  length.  Nothing  more 
was  felt  than  a  softened,  velvety  condition  of  the  lining  membrane  of  the 
uterus.  The  bleeding  was  not  great,  the  pain  insignificant.  The  whole 
organ  was  flabby,  almost  edematous  in  its  loss  of  tone.  I  used  a  Thomas's 
dull  curette,  and  then  washed  with  a  regurgitator,  using  hot  bichloride 
solution,  1  :  4000. 

The  improvement  was  not  noticeable.  The  discharge  was  somewhat 
lessened,  but  nothing  more.  In  four  days  I  again  scraped  the  cavity  with 
Simon's  abscess  spoon.  An  anesthetic  was  not  given.  The  pain  was  quite 
severe,  and  was  increased  on  introducing  iodine  into  the  cavity.  I  had  to 
give  a  hypodermic  injection  of  morphine,  and  apply  hot  stupes  to  the  abdo- 
men. The  temperature  went  up  to  103°  that  evening.  She  was  given  qui- 
nine and  whiskey  freely.  She  recovered,  however,  and  had  little  or  no 
trouble  for  over  a  month,  although  the  discharge  never  quite  disappeared. 
Her  uterus  came  down  to  a  depth  of  three  inches,  and  her  health  came  up 
in  a  way  that  was  as  gratifying  as  it  was  unexpected. 

At  her  request  I  again  cleaned  out  the  uterus  ten  weeks  after  the  first 
operation,  and  made  daily  application  of  iodoform  dressing  for  a  week. 
She  went  on  now  to  a  perfect  recovery.  She  bore  a  handsome  baby  on  July 
24,  1890,  and  got  up  without  event. 

Case  III. — Mrs.  B.  came  under  my  care  from  a  neighboring  city.  She 
is  sixty-two  years  of  age,  an  invalid  for  many  years.  Her  history  is  not 
clear,  but  I  suspect  retroversion  and  prolapse  to  have  been  her  trouble. 
Her  menstrual  life  was  completed  at  forty-five  years,  and  the  climax  un- 
eventful. She  regained  no  health,  however,  and  was  sadly  disappointed ; 
for  she  had  waited,  not  a  little  impatiently,  for  the  cure  that  was  to  come 
with  the  change  of  life  as  she  had  been  promised  by  physicians. 

In  1887  she  had  two  hemorrhages  from  the  uterus,  and  at  intervals  dis- 
charges of  a  clear  watery  fluid  in  considerable  quantity.  These  events 
would  ease  for  a  time  the  pain  and  heaviness  that  she  was  having  in  the 
pelvis.  By  the  spring  of  1889  the  watery  discharge  had  become  thicker, 
more  purulent,  and  began  to  emit  a  very  offensive  odor.  This  odor  would 
be  more  noticeable  after  going  for  a  few  days  without  any  discharge. 
Although  an  invalid  for  thirty  years  she  now  began  to  grow  appreciably 
paler  and  weaker.  During  last  summer  and  fall  she  bled  more,  and  the 
discharge  became  grumous  and  constant,  with  the  odor  growing  more  and 
more  offensive.  On  one  occasion,  during  the  winter,  the  discharge  ceased, 
and  did  not  appear  for  six  weeks,  when,  one  evening,  she  had  a  sudden 
gush  of  pus  and  blood,  emitting  such  a  horribly  fetid  odor  that  the  doors 
and  windows  of  her  room  had  to  be  thrown  open.  Better  and  worse.  More 
discharge;  less  discharge ;  up  and  down,  but  gradually  growing  worse.  She 
took  some  local  treatment  during  these  two  years  without  benefit.  She 
came  into  my  hands  August  1,  1890. 

She  has  not  lost  flesh  so  markedly,  but  is  evidently  septic.  She  is  very 
feeble,  cannot  sit  up.  Pulse  100,  temperature  101°.  No  appetite.  Pain 
insignificant.    The  vagina  contained  about  a  teaspoonful  of  most  foul, 
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sanious,  grumous  pus.  The  uterus  is  four  inches  deep,  strongly  retro- 
verted,  somewhat  fixed  in  its  malposition.  Old  laceration  of  cervix.  The 
dull  curette  brings  forth  a  quantity  of  pus  and  blood,  oozing  from  the  os, 
almost  as  if  a  large  abscess  had  been  opened. 

On  August  10th  I  dilated  the  uterine  canal,  and  curetted  with  a  sharp 
spoon,  under  an  anesthetic.  The  hemorrhage  was  insignificant,  and  the 
operation  soon  completed.  The  cavity  was  wiped  dry  and  then  mopped 
thoroughly  with  carbolic  acid  and  iodine.  She  rallied  promptly,  had  no 
rise  of  temperature,  and  recovered  from  the  operation.1 

The  study  of  this  case  calls  up  many  points  of  interest.  Her 
youngest  child  was  thirty-two  years  old,  so  she  must  have  had  a 
laceration  and  subinvolution  for  that  many  years,  and  possibly 
longer. 

Here  is  one  of  the  neglected  cases,  and  many  there  are  like  her. 
You  have  all  met  these  old  sufferers,  and  it  is  not  infrequently 
necessary  to  refer  to  them  in  response  to  the  complaint  that  our 
mothers  never  had  these  womb  troubles.  They  did  have  them,  and 
either  received  no  treatment  at  all,  or  the  lunar  caustic  and  utei'ine 
sound  which  is  worse.  There  was  a  time  in  this  case  when  a  trivial 
plastic  operation  and  hot  water  would  have  cured  her ;  but  after 
years  on  the  bed,  after  suffering  "  many  things  of  many  physicians  " 
she  was  no  better,  and  now  at  sixty-two  bids  fair  to  have  her  old 
age  burdensome  and  offensive  from  conditions  at  one  time  easily 
preventable  and  curable. 

In  these  three  histories  you  will  at  once  see  what  I  am  pleased  to 
call  chronic  purulent  endometritis.  The  literature  of  the  subject  is 
meagre,  whether  because  such  cases  are  rare  or  physicians  deem 
them  of  little  importance,  I  cannot  say.  However,  from  the  de- 
scription it  will  be  observed  that  the  subject  is  a  most  vital  one  to 
those  afflicted. 

The  macroscopic  appearance  of  the  scrapings  reveals  nothing 
more  than  can  be  found  in  any  chronic  abscess.  Pus,  blood,  detritus, 
cheesy  masses  scattered  here  and  there.  No  sign  of  placenta, 
decidua,  nor  evidence  of  sloughing  of  intra-uterine  growth. 

Upon  presentation  of  the  scrapings  from  the  last  case  to  Dr.  C. 
H.  Parsons  for  microscopical  study,  I  was  kindly  favored  with 
the  following  : 

"  The  specimen  from  the  uterus  of  Mrs.  B.  I  have  carefully 
examined  and  find  it  to  present  some  very  interesting  features. 


1  Patient  is  well,  December  25,  1890. 
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The  normal  cylindrical  or  ciliated  epithelium  which  lines  the  ute- 
rine cavity  is  absent,  and  in  its  stead  is  an  abundaut  proliferation  of 
round,  oval,  and  irregular  squamous  epithelial  cells  heaped  upon 
each  other,  with  but  very  little  fibrous  tissue  interspersed.  These 
cells,  teased  away  from  each  other  and  examined  separately,  show  a 
granular  degeneration  going  on  in  them.  Here  and  there  I  find  a 
fibrous  stroma  enclosing  numbers  of  these  cells,  and  occasionally 
there  is  to  be  seen  a  bunch  of  spindle-shaped  muscle  fibres  which 
has  come  from  the  uterine  wall.  Judging  from  these  appearances 
I  would  say  that  they  are  the  results  of  a  chronic  inflammation 
of  the  endometrium  of  long;  standing-.  Could  we  have  beheld  the 
membrane  in  situ,  I  think  it  would  have  presented  a  velvety 
appearance  like  exuberant  granulation.  I  hardly  think  there  is 
any  malignancy  in  the  case,  still  it  is  suspicious  and  warrants  one 
not  to  promise  too  much." 

It  is  not  quite  fair,  perhaps,  to  class  the  last  case  with  the  other 
two,  for  reasons  of  the  difference  in  age,  manner  of  onset  of  symp- 
toms, and  possible  malignant  nature  of  the  degeneration. 

In  view,  however,  of  the  laceration  in  all  three  and  the  marked 
enlargement  and  retroversion  in  all,  the  query  naturally  arises,  In 
what  degree  are  the  neglected  tear  and  malposition  responsible  for 
some  of  the  degenerations,  hyperplastic,  cancerous  and  other,  of  the 
body?  Local  irritation  is  accepted  by  all  as  causative  of  epithe- 
lioma and  in  how  much  does  the  local  irritation  set  up  by  long- 
coutinued  retention  of  decomposing  matter  within  the  uterus  con- 
tribute to  the  causation  of  body  cancer  ? 

Here  were  three  uteri  malpoised  in  such  a  manner  that  drainage 
was  imperfect  or  impossible.  Hyperplasia  aud  hypertrophy  of  the 
mucous  membrane,  subinvolution,  morbid  tissue-change,  irregular 
and  defective  circulation  going  on  year  in  and  year  out,  were  good 
reasons  for  chronic  invalidism.  It  does  not  seem  a  great  effort  of 
the  imagination  to  suppose  the  last  case  to  be  but  the  outcome  of 
conditions  such  as  the  others  had  at  the  ages  twenty-eight  and 
thirty-eight. 

Suppose,  again,  the  last  case  is  non-malignant,  aud  time  alone 
can  decide,  into  what  condition  of  health  must  the  long-continued 
pus-secretion  lead  ? 

Let  us  remember  that  cancerous  cachexia  is  but  the  septicemia 
of  decay.    The  proliferation  of  cells  is  so  great  in  such  morbid 
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phenomena  that  much  tissue  must  die  from  pressure  and  over- 
crowding, and  being  retaiued  is  converted  into  pus. 

This  pus  is  by  no  means  the  laudable  material  of  healthy  granu- 
lation, but  is  decomposed,  foul,  and  as  poisonous  as  possible.  So 
the  cachexia  means  pus-absorption,  and  purulent  discharge  alone 
does  not  always  mean  cancer.  Vaginal  total  extirpation  would  be 
a  tempting  solution  of  a  problem  such  as  the  last  presents,  and  no 
doubt  cases  have  gone  under  the  knife,  and  properly  too,  perhaps, 
on  account  of  purulent  foul-smelling  discharge  associated  with 
cancerous  cachexia. 

The  term  is  very  misleading ;  we  should  say  septic,  not  cancerous, 
cachexia. 

The  causation  of  chronic  purulent  or  septic  endometritis  we  hold 
to  be  subinvolution,  retroversion,  and  the  necessary  imperfect  drain- 
age— a  conclusion,  if  you  will,  of  the  process  known  as  endome- 
tritis hyperplastica.  The  prognosis  is  good  or  grave  according  to 
age,  length  of  time,  and  removability  of  existing  causative  condi- 
tions. 

Believing  as  I  do  in  the  theory  that  malignancy  does  not  mean 
neoplasm,  but  rather  morbid  tissue-change  in  epithelial  structures 
from  overcrowding  and  imperfect  development,  I  am  clear  that  some 
of  the  maliguaut  degenerations  of  the  endometrium  can  and  do 
arise  from  conditions  such  as  existed  in  the  cases  presented,  and 
consequently  rapid  and  radical  interference  is  to  be  adopted  to 
effect  cure. 

I  need  not  go  into  detail  here  of  the  method  of  operation.  Per- 
mit me  to  state  my  preference  for  rapid  dilatation  by  steel  instru- 
ments, instead  of  the  slower  aud  vastly  more  dangerous  plan  of 
dilatation  by  laminaria  tent  lately  advocated  by  a'French  author 
(M.  Bouilly),  in  a  paper  before  the  Surgical  Society  of  Paris. 

It  is  hardly  necessary  for  me  to  caution  any  of  my  readers  lest 
the  presence  of  diseased  appendages  be  a  contra-indication  to  opera- 
tion, or  a  reason  of  failure. 

The  topical  application  of  creasote,  carbolic  acid  and  iodine, 
chloride  of  zinc,  or  other  agent  is  of  importance,  but  the  secret  of 
success  will  be  found  to  be  in  thorough  cleaning-out  of  every  spot 
of  diseased  membrane,  and  careful  drainage. 

That  the  operation  should  be  done  under  the  strictest  antiseptic 
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precaution  goes  without  saying,  unless  to  insist  that  antisepsis,  not 
asepsis,  is  meant. 

One  author  advised  strongly  against  the  sharp  instrument, 
because  he  has  seen  cellulitis,  peritonitis,  aud  everything  else  follow. 
Such  results,  I  believe,  are  due  to  dirty  instruments,  not  sharp 
ones,  and  one  cannot  cure  a  case  of  this  kind  with  a  dull  curette. 

The  principal  thing  in  the  after-treatment  is  expressed  in  the  one 
word,  drainage.  The  iodoform-gauze  tampon  answers  nicely  for 
twenty-four  or  forty-eight  hours.  The  regurgitator — Bozeman's 
is  as  good  as  any — and  peroxide  of  hydrogen  at  once  suggest  them- 
selves. 

Internally,  arsenic,  ergot,  iron,  alteratives  according  to  the 
nature  of  the  case  and  the  degree  of  septicemia  that  exists  are  the 
usual  remedies  employed  to  aid  in  the  treatment. 


THREE  CASES  OF  ENDOMETRITIS  TREATED 
WITH  CHLORIDE  OF  ZINC  PENCILS. 


By  A.  CORDES,  M.D., 

GENEVA,  SWITZERLAND. 


Although  I  have  but  very  few  cases  to  submit  of  Dr.  Dumont- 
pallier's  treatment,  I  venture  to  think  they  may  not  be  uninterest- 
ing, this  method  being  comparatively  new  (Gazette  des  Hopitaux, 
June  13,  1889). 

Before  relating  them  it  may  be  convenient  to  describe  the  prepar- 
ation of  the  so-called  pencils  (crayons),  for  the  druggists  to  whom 
I  have  applied  in  Geneva  could  not  succeed  in  making  them 
properly.  (M.  David,  pharmacien  of  the  Hotel  Dieu,  Paris,  sup- 
plied me  with  the  pencils  I  have  used.) 

This  is  the  way  Dr.  Dumontpallier  makes  his  pencils  (Gazette 
des  Hopitaux,  1890,  No.  57,  p.  521)  :  Take  one  part  of  chloride 
of  zinc  and  two  parts  of  rye  flour.  (The  Canquoin's  paste  to 
which  Dumontpallier  assimilates  his  preparation  is  made  with 
wheat  flour.)  In  a  porcelain  mortar,  triturate  thoroughly  twenty 
grammes  of  chloride  of  zinc;  add,  drop  by  drop,  some  water,  till 
the  mixture  acquires  the  thickness  of  a  syrup ;  then  add,  little  by 
little,  forty  grammes  of  rye  flour,  stirring  constantly.  The  paste 
acquires  the  consistency  of  putty.  Then  divide  in  pieces  weighing 
four  grammes ;  roll  them  in  little  cylinders  five  millimetres  thick 
and  fifteen  centimetres  long.  Finally,  let  them  dry  in  the  oven  till 
they  are  elastic,  so  as  to  be  bent  easily  without  breaking  ;  then  they 
are  ready  to  be  introduced  into  the  uterus,  where  they  follow  the 
curve.  They  are  cut  with  scissors  of  the  proper  length.  They 
keep  a  long  time  provided  they  are  kept  quite  dry. 

As  soon  as  they  are  in  the  uterus,  says  Dumontpallier,  the 
organ  contracts  and  spreads  the  caustic  over  the  whole  mucous 
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membrane ;  the  internal  orifice  is  closed  and  prevents  the  melted 
pencil  from  beiug  expelled. 

The  eschar  they  produce  is  from  one  and  a  half  to  two  milli- 
metres thick.  In  some  cases  the  pain  experienced  by  the  patient 
is  very  sharp,  either  immediately  or  an  hour  or  two  after  the  intro- 
duction of  the  pencil,  and  it  may  be  necessary  to  inject  morphine 
hypodermically. 

Case  I. — Miss  B.,  mother  of  eight  children,  aged  thirty-two  years,  has 
been  treated  by  me  with  success  for  an  endometritis,  which  I  suspect  to  be 
gonorrheal,  by  injection  of  pure  nitric  acid  in  1888.  (Case  communicated 
to  the  American  Association  of  Obstetricians  and  Gynecologists,  September, 
J888. )  _ 

Having  returned  to  her  gay  life,  Miss  B.  had  a  relapse  and  was  curetted 
at  the  Maternity  during  my  absence  from  that  hospital  (1889),  apparently 
with  some  improvement. 

March  24,  1890.  She  came  again  to  the  Maternite,  with  a  new  metritis, 
profuse  muco-purulent  discharge,  and  acute  vaginitis ;  she  complained  of  a 
very  abundant  Menorrhagia.    Uterus  ten  centimetres  (4  inches)  deep. 

I  washed  the  uterus  with  a  1  :  4000  solution  of  biniodide  of  mercury, 
inserted  a  laminaria  tent,  and  took  her  in  my  wards. 

25th.  The  uterus  being  dilated  enough,  I  introduced  one  of  Dr.  Du- 
montpallier's  pencils,  and  maintained  it  in  situ  with  a  vaginal  plug,  after 
a  disinfecting  washing  as  usual.  The  patient  did  not  suffer  much.  Tem- 
perature 39°  C  (102.5°  F.)  an  hour  after  the  operation  ;  37°  C.  (99.3°  F.)  in 
the  afternoon. 

27th.  The  patient  got  out  of  bed  against  my  advice.  She  was  none  the 
worse  for  it. 

April  3.    The  uterus  was  eight  centimetres  deep. 

Intra-uterine  washing  with  biniodide  of  mercury ;  very  few  threads  of 
membranes.  Curiously  enough,  the  patient  had  never  discharged  the  uterine 
mould,  which  Bumontpallier  says  is  expelled  about  the  tenth  day.  She  had 
only  a  whitish,  slightly  bloody  discharge ;  the  vagina  had  been,  as  usual, 
syringed  at  least  once  every  day,  from  the  third  day.  Discharged  on 
April  4th. 

May  26.  The  patient  came  to  my  office.  She  had  menstruated  twice,  the 
first  time  ten  days  later  than  usual,  without  pain,  not  profusely.  No  other 
discharge. 

Case  II. — Miss  N.,  twenty-six  years  of  age;  endometritis,  muco-puru- 
lent discharge,  periods  too  abundant.  One  child,  some  months  ago.  She 
came  to  the  Maternite  August  30,  1889. 

After  dilating  the  uterus  with  laminaria  tent,  I  tried  the  pencils.  Those 
made  with  cacao  butter  break  too  easily ;  I  cannot  succeed  in  getting  them 
properly  into  the  uterus.  When  I  got  good  pencils  the  patient  had  left  the 
Maternite,  cured  by  nitric-acid  injection. 
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Case  III. — Mrs.  D.,  thirty-eight  years  of  age,  four  children  ;  metritis; 
uterus  not  enlarged  ;  abundant  white  discharge  ;  not  much  monorrhagia. 

I  admitted  her  in  my  wards  March  26,  1890,  and  placed  a  laminaria  tent, 
which,  having  slipped  off,  had  to  be  replaced  by  another  the  next  day. 

March  29.  I  introduced  a  pencil  in  the  morning.  Some  pain  during 
the  afternoon. 

30th  and  3lst.  Temperature  3S°  C  (100.5°  F.)  in  the  afternoon.  Sulphate 
of  quinine. 

April  3.  Before  noon,  the  patient  discharged  a  complete  cast  of  the 
uterus  without  pain. 

Patient  discharged  on  the  7th — a  little  too  soon,  in  my  opinion ;  but  she 
insisted  on  going,  because  I  was  leaving  the  hospital.  She  was  ordered  to 
keep  perfectly  quiet  in  her  home,  and  to  make  at  least  one  vaginal  injection 
every  day. 

9th.  The  patient  came  to  my  office.  Uterus  six  centimetres  ;  a  drop  of 
blood  on  the  sound. 

The  patient  having  neglected  coming  to  have  the  sound  passed  into  the 
uterus  to  prevent  occlusion,  I  sent  her  a  message  to  come  to  my  office. 

July  17.  No  menstruation  since  the  operation.  No  inconvenience  from  it. 
"Better  than  ever,"  only  some  uneasiness  when  the  bowels  are  confined, 
in  that  case  the  piles  become  painful.  She  did  not  mind  much  the  absence 
of  the  period,  being  happy  to  have  finished  with  them.  Uterus  light,  pain- 
less, easily  movable,  rather  large.  Cervix  normally  hard  ;  the  hysterometer 
does  not  go  further  than  the  internal  OS.  I  did  not  insert,  the  patient  admit- 
ting the  possibility  of  being  in  the  family  way. 

The  patient  being  very  stout,  it  was  quite  impossible  to  feel  the  fundus  by 
palpation  so  as  to  calculate  the  size  of  the  uterus. 

Curiously  enough,  the  patient  did  not  feel  the  rheumatism  she  had  pre- 
viously suffered  from. 

The  number  of  the  cases  is  certainly  too  small  to  draw  any  con- 
clusion from.  Oue  thing  should  be  remembered  :  Never  forget 
to  pass  the  catheter  for  some  weeks  after  the  cauterization,  for  some 
uteri  will  be  occluded  by  the  coalescence  of  the  walls  of  the  in- 
ternal os,  which  accident  seemed  to  have  happened  to  Case  III. 
Although  it  does  not  seem  to  interfere  with  her  health,  it  is  by  all 
means  better  to  prevent  it.  Some  patients  have  not  their  periods 
for  mouths.  But  I  think  this  treatment,  with  the  precaution  I 
have  just  told,  is  worthy  of  trial. 

Summary  of  the  conclusions  of  Dr.  Polaillon's  report  ou  this 
proceeding  to  the  Academie  de  Medecine,  July  23,  1889  {IJ  Union 
Medicale,  1889,  ii.  128) : 

The  most  important  thing  is  the  size  and  length  of  the  pencil ; 
the  size  must  never  exceed  five  millimetres.    (Moret,  in  an  article 
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in  the  Journal  de  Medecine  de  Paris,  1890,  p.  90,  says,  from  four  to 
six  millimetres.)  In  some  cases  the  size  must  be  reduced  from  two 
to  two  and  a  half  millimetres. 

The  size  of  the  eschar  is  four  or  five  times  larger  than  that  of 
the  pencil,  which  Polaillon  calls  arrow  (fleche).  When  the  arrow 
is  very  slender,  it  bends  upon  itself  in  the  uterus,  "  the  cauterization 
is  too  deep  in  the  narrow  parts  and  it  is  not  sufficient  in  the  larger 
ones." 

The  patient  must  be  kept  in  bed  for  three  days,  then  on  an  easy 
chair  (chaire  longue)  for  five  or  six  days,  till  the  eschar  is  expelled. 

About  the  fifteenth  day  the  uterus  is  normal  again  ;  if  it  remaius 
painful  aud  if  there  are  some  secretions  it  must  be  again  cauterized 
(the  author  does  not  say  whether  the  new  cauterization  must  be 
done  at  once). 

Out  of  thirty-eight  successful  cases  Polaillon  met  with  three 
relapses.  Besides  one  case  not  being  improved,  one  did  not  get 
better. 

Indications. — All  the  endometrites,  all  the  uterine  hemorrhages, 
the  post-partum  hemorrhages  excepted,  also  the  hemorrhages  caused 
by  fibroid.  The  caustic  arrow  may  be  used  larg&manu  after  the 
change  of  life,  but  prudently  with  the  younger  women — although  the 
treatment  must  not  be  considered  as  the  cause  of  sterility,  which 
is  due  to  the  disease  itself. 

Acute  metritis  is  a  contra-indication ;  on  the  contrary,  the  cauteri- 
zation is  indicated  in  gonorrheal  or  infective  metritis. 

This  treatment  has  great  advantages,  being  easy  of  application, 
harmless  and  speedy. 

Bock,  of  Brussels  {Revue  des  Maladies  des  Femmes,  1890,  p. 
282),  draws  the  same  conclusions. 

Deletiez  (twenty-five  cases)  and  Jacoby  (Ibid.,  p.  282)  are  not  so 
enthusiastic  about  this  treatment.  Although  I  am  an  advocate  of 
this  treatment  in  some  cases,  to  be  determined  after  more  extended 
experience,  I  do  not  mean  to  say  it  should  replace  the  curette  alto- 
gether. 

Dr.  de  Grandmaison  (Gazette  des  Hopitaux,  May,  1890,  p.  837) 
speaks  very  highly  of  this  treatment,  saying  it  is  safe,  and  that 
pregnancy  is  possible  after  it. 

Lapeyre,  too  (Journ.  de  Med.  de  Paris,  1890,  p.  503),  thinks 
much  of  it. 


ECTOPIC  GESTATION— TWO  ETIOLOGICAL 
INQUIRIES. 


By  W.  A.  FREUND,  M.D., 

STRASSBUKG,  GERMANY. 


On  the  theme  of  ectopic  gestation  common  experience  proves 
that  our  scientific  knowledge  is  inferior  to  our  practical  resources, 
so  that  the  practitioner  is  pioneer  for  the  theorist.  An  illustration 
will  substantiate  this  assertion.  Following  what  theory  current 
to-day,  have  Negris  and  Braithwaite  abandoned  the  whole  placenta 
in  the  abdominal  cavity,  which  is  instantly  closed  after  the  opera- 
tion? One  can  but  be  curious  to  know  how  the  theory  will  agree 
with  practical  experience. 

To-day  I  would  like  to  discuss  two  points  of  the  doctrine  of 
ectopic  gestation  rather  ambiguous  at  present.  I  hope  to  be  able 
to  direct  attention  to  points  where  further  investigations  will  have 
to  put  on  the  lever. 

1.  What  it  is  that  causes  in  most  cases  the  early  rupture  of  the 
ectopic  fruit-sac?  2.  On  what  conditions  is  the  frequent  origin 
of  ectopic  gestation  based? 

I  have  already  tried  to  answer  the  first  question  partly  in  my 
paper  "  Ueber  die  Indicatioueu  zur  operativen  Behandlung  der 
erkrankten  Tube,"  v.  Volkraann's  Sammlung,  No.  323,  1888.  In 
the  meantime  1  have  had  several  experiences  which  confirm  my 
views  there  announced.  The  infantile  development  of  the  genitalia 
appears  on  the  tubes  as  spiral  torsions  and  as  recesses.  These 
recesses  have  a  thicker  base  jutting  out  in  the  lumen  of  the  canal 
and  a  very  much  attenuated  and  much  vaulted  cover.  This  por- 
tion is  the  point  disposed  of  in  the  rupture  of  the  fruit-sac.  This 
formation  I  could  demonstrate  in  two  cases  operated  on  by  me. 
So  the  cause  of  the  early  rupture  is  based  here  in  the  structure 
of  the  maternal  tissues.    Lately  I  met  with  a  case  in  which  the 
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cause  of  rupture  lay  in  the  fruit.  A  woman  of  forty,  who  had 
several  times  normally  given  birth,  was  brought  to  the  clinic  with 
symptoms  of  internal  hemorrhage.  After  a  short  interval  a  new 
attack  of  bleeding  appeared,  and  when  operation  was  performed, 
the  right  tube  was  removed,  and  found  to  be  the  source  of  the 
bleeding.  Von  Recklinghausen  reports  a  corrosion  of  the  upper 
portion  of  the  fruit-sac  by  an  ovum  which  had  undergone  myxo- 
matous degeneration.  A  third  of  the  ovum  lays  in  an  oval  open- 
ing, smoothly  marginated;  the  rest  lay  in  the  cavity  of  the  tube 
hard  by  the  apoplectic  part  of  the  decid.ua. 

Coming  to  the  answering  of  my  second  question  I  feel  the  ad- 
vantage of  having  chosen  the  form  of  a  letter  for  this  communica- 
tion, because  this  allows  me  to  develop  a  train  of  thought  which 
cannot  yet  bear  a  strict  scientific  formulation.  Notwithstanding, 
the  same  is  sure  enough  to  furnish  an  airing  for  further  questions.1 
Each  gynecologist  possessing  date  of  his  own  and  of  the  cases  of 
others  in  sufficient  number  will  be  astonished  at  the  enormous 
frequency  of  ectopic  gestation.  What  we  thought  until  some  years 
ago  a  very  rare  occurrence  belongs  to-day,  as  we  say,  to  the  quo- 
tidian apparitions  (Olshauscu).  It  is  not  necessary  to  discuss  here 
in  what  way  the  improved  methods  of  investigation,  the  better 
knowledge  of  the  pathology  of  hematocele,  and  finally  the  sure 
results  of  pathologico-anatomical  examinations  have  changed  our 
knowledge  in  this  direction.  Since  the  anatomists  have  no  occasion 
to  confront  this  anomaly  often  (ectopic  gestation  being  observed  by 
them  rather  seldom  as  direct  cause  of  death),  and  since  even  the 
residues  of  ectopic  gestation  are  found  very  seldom,  there  follows  out 
of  these  clinical  and  anatomical  experiences  a  new  conviction  for 
us  :  namely,  that  of  the  relative  harmlessness  of  ectopic  gestation. 
This  anomaly  must  be  led  in  most  cases  by  nature  or  by  art  to 
completete  recovery.  If,  in  fact,  ectopic  gestation  is  frequent,  the  . 
conditions  of  its  origin  must  also  be  frequent  and  must  arise  from 
quotidian  accidents  and  causes.  Are  the  actual  views  of  these 
conditions  sufficient  to  explain  their  occurrence?  One  has  lately 
joined  to  the  perinutrient  processes,  named  from  the  authors  in  the 
first  place,  the  infantile  development  of  the  tubes  (not  to  speak  of 
the  rare  relation,  difficult  to  control,  as  terror  during  the  cohabita- 

1  This  contribution  was  written  in  the  form  of  a  letter,  but  it  was  thought  best  to 
change  it  to  conform  with  the  usual  style  of  Society  papers. 
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lion).  The  clinical  and  anatomical  experience  has  confirmed  these 
etiological  moments  surely.  But  we  know  also  that  these  moments 
make  sterility  in  a  great  number  of  cases;  and  finally,  we  know 
cases  in  which  none  of  these  moments  could  be  found.  We  know 
cases  in  which  women,  after  having  recovered  from  ectopic  gesta- 
tion, were  again  normally  pregnant,  and  cases  of  twins  with  normal 
and  ectopic  implantation  at  the  same  time. 

Two  strange  observations  gave  me  the  thought  that  to  un- 
natural time-arrangements  in  the  exercise  of  cohabitation  could  be 
attributed  the  cause  of  ectopic  gestation  in  many  cases.  These 
observations  concern  wives  of  two  physicians.  Both  had  reason  to 
be  content  with  the  number  of  their  children.  They  exercised  un- 
fruitful cohabitation  taught  by  long  years  of  experience,  from  the 
tenth  day  after  finished  menstruation  till  six  days  before  the  one  to 
come.  Both  women  became  ectopically  pregnant  after  being  long 
years  sterile.  The  indications  in  both  these  cases  are  so  sure  that 
on  them  one  can  build  further  couclusions.  I  think  we  may  con- 
strue as  follows :  At  every  normal  menstruation  one  ovum  gets 
free  and  wanders  through  the  tube  to  the  uterus  where  it  arrives 
at  the  end  of  the  menstruation.  At  this  time  the  appetitus  cohabi- 
tanti  is  remarked  with  the  women  and  results  in  the  next  eight  or 
ten  days  most  after  common  experience  surely  in  conception.  The 
ovum  gets  impregnated  normally  in  the  uterus  and  there  finds  the 
best  condition  for  implantation  (Wyder).  Suppose  ideal  mauner  of 
conduct,  in  a  healthy  human  couple,  a  woman  in  our  climate  would, 
with  thirty  years'  long  generative  function  bring  forth  and  nurse 
twenty  children.  Now  it  is  a  fact  that  the  human  female,  at  every 
time  between  two  periods,  is  liable  to  become  pregnant.  Since  we 
have  reason  to  suppose  that  the  ovulation  can  happen  also  out  ot 
the  menstruation  by  sexual  irritation,  because,  as  we  know,  the 
sperm  can  be  conserved  living  during  weeks  in  the  different  stations 
of  the  genital  sac,  even  in  the  ovaries,  and  as  the  same  is  believed 
of  the  ovum,  the  possibility  of  an  impregnation  at  every  time 
is  given  hereafter,  and  primarily  the  probability  that  the  impreg- 
nation can  take  place  at  every  station  before  the  uterus  is  reached. 
If  the  impregnation  in  the  uterus  is  the  rule,  exceedingly  happy 
circumstances  are  required  that  the  ovum  impregnated  out  of  the 
uterus  can  wander  into  the  latter.  By  the  slightest  obstacle  it  will 
be  detained.    What  possibilities  are  then  given?    The  greatest 
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number  of  the  ova  thus  impregnated  will  likely  go  to  ruin  before 
or  after  implantation,  because  they  do  not  find  the  conditions  for 
implantation  or  evolution.  Many  cases  of  retarded,  remarkably 
painful,  membranous  menstruation  with  disordered  health  and 
inflammatory  symptoms  may  depend  on  these  occurrences.  We 
know  that  many  cases  of  hematocele  are  ruptures  of  ectopic  fruit- 
sacs.  In  rare  cases  the  ectopic  implantation  is  developed  into  a 
more  or  less  progressing  ectopic  gestation  (ovarial,  abdominal, 
tubal)  with  the  well-known  clinical  pictures.  Here  the  different 
abnormal  states  of  the  genitalia  can  manifest  their  pernicious  influ- 
ence, narrow  rupture  of  the  Graafian  follicles,  infantile  develop- 
ment and  acquired  flexion,  polypus,  catarrh,  epithelial  denudation, 
perhaps  spasmodical  contracture  of  the  tubes ;  yes,  from  two  im- 
pregnated ova  the  one  can  just  reach  the  uterus,  the  other,  detained 
by  the  first  one,  cannot  by  its  great  development  or  by  other  cir- 
cumstances reach  the  right  place.  Hereafter  an  unnatural  disorder 
in  the  cohabitation  would  be  a  cause  of  anomaly.  From  what 
fact  is  it  logical  to  have  these  views  ?  On  the  sign  of  the  natural 
want  of  the  women  which  appears  during  a  week  after  menstrua- 
tion, and  from  the  behavior  of  the  animals  who  can  be  pregnated 
in  naturalism  only  at  a  fixed  time  ;  concerning  men  they  have  likely 
been  emancipated  very  early  (from  the  moment  the  apple  was 
bitten)  from  natural  behavior.  Also  the  wild  people  in  our  days 
have  quit  the  same.  It  is  very  significant  that  natural  conduct 
abandoned,  at  the  trial  to  find  another  norm,  the  most  different 
and  numerous  proposals  were  made.  The  eldest  may  be,  as  I 
should  think,  the  Mosaic,  which  demands  indeed  only  respect  in 
the  time  of  menstruation.  It  may  be  remarked  in  passing  that 
the  said  paragraph  in  the  Bible  is  still  misunderstood.  Most 
significant  it  is  that  all  these  proposals  are  made  only  concerning 
man. 

Highly  interesting  is  the  behavior  of  the  animals.  Whilst  the 
wild  beast  rejoices  in  a  strictly  ruled  sexual  function,  there  occurs 
in  domesticated  animals  a  change  into  disorder  not  quite  as  with 
human  beings  until  full  voluntariness.  We  know  that  with  the 
wild  beasts  bite  the  cub  appears  regularly,  with  the  domesticated 
ones  oftener  and  irregularly,  that  the  nouriture  and  the  neighbor- 
hood of  the  sexes  in  the  stable,  and  the  trial  on  the  coitus  have  an 
influence  on  it.    We  know  that,  therefore,  the  wild-living  beasts 
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bear  at  fixed  times  and  less  seldom  than  the  domesticated  ones,  that 
the  latter  suffer  not  rarely  ectopic  gestation  (if  wild  beasts  suffer 
the  same  it  is  unknown).  We  see  the  most  interesting  fact  that 
culture  even  in  the  rudest  beginning  by  the  domestication  of  the 
animals,  shakes  the  order  in  the  sexual  function,  until  the  same  in 
the  highest  development  with  men  delivers  the  exercise  of  this 
function  quite  to  voluntariness. 

We  physicians  know  sufficiently  that  great  damage  is  brought 
to  mankind  by  the  transgression  of  the  natural  rule.  We  can  daily 
observe  the  consequences  of  the  unnatural  sexual  function  in  its 
different  forms  (cohabitation  preservative,  etc.).  By  the  train  of 
thought  here  developed  if  it  be  a  right  one,  we  have  to  trace  the 
frequent  anomaly  of  ectopic  gestation  to  the  same  source. 


THE  ETIOLOGY  OF  MENSTRUATION. 


Bv  MILO  BUEL  WARD,  M.D., 

TOPEKA,  KANSAS. 


If  the  researches  of  the  last  decade,  made  fruitful  through  the 
channel  of  operative  explorations,  have  made  more  plain  the 
etiology  of  the  unpleasant  phenomenon  called  menstruation,  great 
indeed  has  been  the  advancement  in  a  direction  where  heretofore 
chaos  has  had  possession. 

The  cause  of  menstruation  has  always  been  a  subject  of  earnest 
dispute.  It  is  a  matter  of  surprise  how  little  positive  knowledge 
we  possess  regarding  many  of  the  every-day  manifestations  of  the 
human  body,  relative  to  both  health  and  disease. 

We  are  indebted  to  Mr.  Lawson  Tait  for  a  most  comprehensive 
review  of  the  subject  of  the  etiology  of  menstruation.  I  refer  to 
his  recently  published  work  on  Diseases  of  Women  and  Abdominal 
Surgery. 

It  would  be  a  pleasure  to  me  to  quote  freely  from  the  views 
therein  contained,  but  I  must  refrain  on  this  occasion. 

Most  of  the  recent  investigators  are  agreed  that  menstruation 
does  not  depend  on  ovulation  alone,  as  the  exciting  factor ;  neither 
do  they  longer  consider  the  uterus  as  the  organ  per  se  which  origi- 
nates and  maintains  this  process.  The  Fallopian  tubes  must  also 
be  excluded  from  the  list  as  a  direct  cause. 

The  fact  seems  to  be  quite  well  established  that  ovulation  com- 
mences very  early  in  life  and  continues  for  an  infinite  period  after 
the  menopause.  There  is  positive  proof  that  menstruation  does 
not  depend  on  ovulation. 

Ovarian  tumors,  sometimes  of  large  size,  have  been  found  in 
young  girls.  I  have  myself  seen  only  one  case  of  this  kind.  The 
girl  was  nine  years  old  and  had  an  enormous  ovarian  cyst  from 
which  she  died.    Her  parents  would  not  consent  to  an  operation. 
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Mr.  Cullingworth  (see  Tait's  work)  has  placed  on  record  a  most 
interesting;  observation  where  an  undoubted  ovarian  tumor  existed 
in  a  newly -born  child.  Virchow  and  others  allude  to  similar  in- 
stances. 

It  is  certain  that  ovulation  is  not  strictly  a  periodic  process,  in 
the  sense  of  being  monthly.  And  the  fact  that  a  periodic  flow 
from  the  uterus  is  almost  confined  to  the  human  race,  is  sufficient 
to  show  that  it  is  not  in  the  ovaries  that  we  have  to  look  for  this 
objectionable  phenomenon. 

There  is  abundant  proof  that  menstruation  cannot  depend  upon 
ovulation,  so  far  as  concerns  the  exit  of  the  product  through  the 
tubes  and  uterus,  for  menstruation  often  continues  when  there  is 
no  possible  anatomical  communication  between  the  uterus  and 
ovaries.  It  cannot  come  from  the  uterus  alone,  for  a  periodical 
discharge  of  blood,  which  has  been  called  menstruation,  sometimes 
occurs  when  the  uterus  is  removed  as  completely  as  it  is  possible 
to  do  with  the  knife  of  the  surgeon. 

/  believe  menstruation  to  be  the  -phenomenon  relative  to  the  physical 
and  'psychical  changes  of  the  sex,  influenced  by  heredity,  and  inti- 
mately connected  with  ovulation,  particularly  in  the  habit-forming 
stage  of  the  process. 

In  early  girlhood  before  menstruation  is  fully  established,  there 
is  a  considerable  period  of  time  during  which  she  has  the  symp- 
toms only,  of  the  approaching  puberty.  A  gradual  aud  insiduous 
change  in  her  figure  is  one  of  the  objective  signs.  There  are  also 
headache,  epistaxis,  nervous  derangement,  vertigo,  etc.,  all  showing 
conclusively  that  there  is  taking  place  in  the  girl's  physical  being 
and  mental  composition,  radical  changes  which  excite  the  vaso- 
motor system  especially,  and  all  the  functions  generally,  causing 
marked  congestion  of  the  reproductive  organs,  which  directly,  or 
indirectly,  reflects  the  apparently  morbid  influence  to  other  organs, 
and  thus  the  phenomena  described. 

So  active  is  the  congestion  that  hemorrhage  is  nature's  only 
relief.  The  anatomical  change  which  takes  place  in  the  uterus, 
tubes,  and  ovaries,  at  this  period  of  life,  is  sufficient  proof  of  the 
nervous  phenomena  which  must  be  the  necessary  result  of  these 
new  relations. 

When  drainage  is  established,  and  the  engorged  vessels  are  re- 
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lieved  of  this  burden,  nature  returns  to  her  former  self  and  the 
girl  is  again  well. 

Menstruation,  therefore,  is  a  nervous  phenomenon,  the  result  of 
the  changed  functions  of  the  entire  being  which  occur  during  the 
period  of  the  most  vigorous  womanhood.  Menstruation  as  a  com- 
plete and  regular  process,  is  confined  to  the  period  of  vigorous 
womanhood,  because  this  function  is  uncertain  and  irregular  during 
the  period  of  adolescence,  and  also  during  the  period  of  the  meno- 
pause. 

Permit  me  to  digress  by  stating  that  I  consider  the  process  of 
menstruation,  so  far  as  it  concerns  our  American  women,  to  be 
nearly  always  pathological.  This  is  the  result  of  the  sins  of  the 
mother,  the  ignorance  of  all  concerned,  and  the  gross  carelessness 
on  the  part  of  the  sex.  And  as  disease  begets  disease,  so  a  slight 
abnormality  to-day,  makes  a  grave  condition  after  a  few  repeti- 
tions. 

The  hypothesis  which  I  have  eudeavored  to  elucidate  is  made 
tenable  by  another  practical  truth,  namely  :  Whenever  we  remove 
by  surgical  operation,  the  uterine  appendages,  thereby  cutting  off 
the  possibility  of  hemorrhage  so  far  as  it  depends  upon  a  direct 
communication  between  the  uterus  and  its  appendages,  the  nervous 
phenomena  still  continue,  only  more  aggravated  than  before.  The 
entire  system  now  sympathizes  in  the  abnormality  and  continues 
to  do  so  until  the  menopause  is  completely  established. 

Another  reason  for  my  hypothesis  is  found  in  the  fact  that  dur- 
ing the  period  of  lactation,  when  the  forces  of  nature  are  being 
spent  on  the  lacteal  glands,  there  are  no  nervous  phenomena  refera- 
ble to  the  pelvic  organs,  and  therefore  no  menstrual  discharge,  as  a 
rule,  takes  place. 

The  dependence  on  the  nervous  system  as  the  power  which  ex- 
cites and  keeps  in  motion,  month  after  month,  and  year  after  year, 
this  periodic  condition,  can  easily  be  demonstrated.  In  this  calcu- 
lation I  do  not  pretend  to  ignore  the  law  of  heredity — the  trans- 
mission of  the  habit  from  the  parent  to  the  daughter.  Following 
this  is  the  growth  of  the  organs  which  is  simultaneous  with  the 
congestion  before  mentioned.  This  development  is  the  result  of 
nature's  law  which  excites  in  these  important  organs,  through  the 
nervous  stimuli,  certain  peculiar  sensations,  which  come  earlier  or 
later,  usually  with  a  general  law,  influenced  by  the  environments, 
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social  and  otherwise.  Were  it  possible  to  remove  our  developing 
girls  from  all  society  which  tends  to  excite  their  natural  propensi- 
ties, this  function  would  at  once  exhibit  signs  of  deterioration,  and, 
I  doubt  not,  would  in  time  disappear ;  however,  as  this  is  not  possi- 
ble, or  desirable,  I  will  not  press  the  argument ;  but  to  explain  my 
point,  I  will  cite  only  one  case  from  a  number  of  similar  nature 
that  I  have  observed. 

At  the  present  time  I  have  under  treatment  a  young,  physically 
well-developed  woman,  living  with  a  "  kind"  husband,  who,  when 
married  about  three  years  ago,  had  her  menstruation  regularly,  but 
owing  to  a  narrow  vagina — amounting  almost  to  atresia — sexual 
intercourse  has  been  impossible.  As  a  result  of  this  unfortunate 
condition,  she  has  lost  all  sexual  excitement,  and  her  menstruation 
gradually  decreased  until  it  ceased  altogether  about  one  year  ago. 
I  can  account  for  this  phenomenon  only  on  the  ground  of  a 
gradual  withdrawal  of  the  natural  excitation  common  to  all  nor- 
mal women,  which  invites  blood  to  the  organs,  stimulates  their 
growth,  and  keeps  up  the  function  of  menstruation,  which  in  this 
case  was  entirely  removed.  Auy  attempt  at  sexual  intercourse  was 
so  painful  that  nature  ceased  to  respond,  and  atrophy  of  the  repro- 
ductive organs  is  the  result. 
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The  subject  of  displacements  of  the  uterus  has  probably  re- 
ceived more  attention  than  any  other  topic  of  interest  to  the  gyne- 
cologist ;  yet  there  is  much  uncertainty  in  reference  to  the  path- 
ology of  such  cases,  and  not  a  little  error  in  the  recognized 
treatment  of  them.  It  occurs  to  the  writer  that  very  much  of  the 
doubt  in  reference  to  the  treatment  of  these  lesions,  arises  from  a 
refusal  on  the  part  of  the  profession  to  accept  clearly  proven  and 
demonstrable  facts. 

There  has  been  very  much  temporizing,  and  the  climax  of 
absurdity  has  been  reached  in  the  effort  to  treat  the  various  dis- 
placements of  the  uterus  by  means  of  pessaries  without  regard  to 
the  cause.  It  has  frequently  occurred  that  patients  have  gone  the 
round  of  physicians,  including  some  specialists,  vainly  expecting 
relief  from  some  vaginal  support,  which  the  atteudaut  informed 
them  might  confidently  be  expected.  It  has  doubtless  been  the 
hope  that  some  accident  might  cure  the  patient  during  the  treat- 
ment, and  that  this  does  occasionally  occur  is  true.  I  can  but 
judge  by  observation  that  very  much  of  the  routine  practice  of 
inserting  pessaries,  is  based  upon  a  misunderstanding  of  the  causes 
and  complications  attending  cases  of  displacement.  It  is  often  a 
means  of  satisfying  the  mind  of  the  patient  that  her  disease  is 
having  the  proper  treatment,  while  the  real  fact  is  reserved  that 
cures  are  indeed  very  rare  from  pessary-wearing  alone.  Indeed, 
it  appeared  at  one  time  in  the  history  of  gynecology,  that  the  road 
to  fame  might  lie  in  the  invention  of  a  pessary,  so  zealously  were 
they  forced  upon  the  attentiou  of  the  profession.    It  is  confidently 
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to  be  hoped  that,  with  the  clearer  light  of  the  present  pathology, 
rational  methods  of  treatment  may  prevail. 

After  years  of  experience  with  the  theoretical  treatment  of  these 
displacements,  we  cau  appreciate  the  truth  and  force  of  the  state- 
ment of  Bernutz  :  "  It  has  been  my  aim  to  prove  that  deviations 
of  the  uterus,  when  simple,  with  the  exception  of  prolapsus  and 
procidentia,  do  not  cause  any  functional  disturbance ;  but  when 
complicated  with  old  pelvi-peritonitis  or  uterine  catarrh,  or  con- 
gestion, the  faulty  position  and  the  abnormal  mobility  are  a  source 
of  pain,  and  demand  treatment."  (Sydenham  Transactions,  etc.). 
These  views  should,  for  the  most  part,  guide  us  to-day ;  for  it 
would  not  be  far  wrong  to  say  that  those  who  are  in  the  best  posi- 
tion to  know  the  truth  or  falsity  of  the  remark,  do  not  hesitate  to 
endorse  the  great  French  writer. 

In  opening  up  the  abdomen  for  Battey's  or  Tait's  reasons,  it  has 
been  found  that  the  parametritis  or  cellulitis  suspected,  is  generally 
pelvic  peritonitis  or  its  results, — adhesions  of  the  Fallopian  tube 
and  ovary  to  any  adjoining  peritoneal  surface.  The  uterus,  in 
nearly  all  these  cases,  is  fixed  in  its  position  by  these  adhesions 
affecting  its  ligamentary,  chiefly  peritoneal,  supports,  and  is  often 
found  displaced  backward  in  version  or  flexion. 

It  is  not,  therefore,  surprising  to  find  men  having  to  do  pelvic 
surgery  who  eschew  pessaries. 

I  am  confident  that  in  this  year  of  1890,  pathological  condi- 
tions should  be  so  well  understood  as  not  to  suggest  a  pessary 
when  there  are  adhesions  holding  down  a  retrofiexed  uterus.  The 
quotation  from  Bernutz  is  important  from  another  point — that  in 
reference  to  the  symptoms  caused  by  these  displacements.  When 
we  take  into  consideration  the  vast  number 'of  displaced  uteri 
found  and  treated  by  the  profession,  and  add  to  these  the  addi- 
tional number  not  known  but  surely  existing,  we  can  form  some 
idea  of  the  innocuousuess  of  any  mere  displacement  which  is 
without  the  symptomatic  suffering.  The  truth  can  never  be  ascer- 
tained as  to  the  frequency  of  displacements,  for  we  only  know  of 
those  giving  rise  to  symptoms.  We  are  daily  learning  that  a  dis- 
placed uterus  causes  pain,  discomfort,  or  reflexed  symptoms,  just  so 
much  as  it  displaces,  distorts,  or  involves  other  organs  and  tissues 
adjacent  to  it.  Therefore,  granted  a  displacement  backward,  what 
are  its  causes  ? 
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First,  intrapel  vie  disease  influencing  the  uterine  supports. 

Second,  changes  in  the  body  of  the  uterus  itself. 

It  is  probable  that  the  first  heading  would  include  the  second,  if 
such  changes  are  a  result  of  intra  pel  vie  lesions,  which  indeed  is 
generally  the  case.  The  cause  of  retro-displacement  is  in  by  far 
the  greatest  number  of  cases  due  to  intrapel  vie  inflammation.  The 
result  of  such  inflammation  in  the  form  of  adhesions  between 
peritoneal  surfaces,  and  influencing  the  position  and  length  of  the 
various  ligaments,  constitutes  the  lesion  which  at  once  indicates 
with  how  much  difficulty  a  cure  may  be  accomplished  by  any 
vaginal  support.  In  addition  to  such  traction  as  may  be  exerted 
by  inflammatory  changes  within  the  pelvis,  there  must  be  men- 
tioned the  growth  of  tumors,  and  other  changes  in  the  uterus 
itself,  or  in  adjacent  structures,  yet  influencing  its  position. 

The  second  class  is  intended  to  apply  to  those  cases  where  the 
uterus  may  be  displaced  by  reason  of  organic  change  in  its  muscu- 
larity, as  from  fatty  degeneration,  subinvolution,  etc.,  yet  not  due 
to  those  causes  before  mentioned,  such  as  fibroid  or  other  tumors. 

TREATMENT. — Displacements  of  the  uterus  backward  involve 
two  very  important  considerations,  which  the  practical  gynecolo- 
gist must  at  once  determine  when  investigating  such  cases. 

First,  What  is  the  size  of  the  organ  ? 

Seoond,  Is  it  fixed  or  movable,  i.  e.,  can  it  be  easily  replaced  ? 

The  question  is  thus  simplified  by  removing  all  the  accumulated 
verbiage  surrounding  it.  In  this  connection  must  come  the  in- 
quiry. How  much  is  the  patient's  health  influenced  by  the  malposi- 
tion ?  This  question  is  all-important,  for  no  absolute  relation  of 
cause  and  effect  can  be  formulated  for  these  cases  of  disease.  Very 
many  women  carry  their  wombs  in  the  third  degree  of  the  pro- 
lapse, yet  without  great  suffering.  Others  appear  to  suffer  greatly 
from  the  slightest  supposed  abnormal  position. 

To  return  to  the  treatment  of  mild  cases  or  those  without  great 
pain,  fixation,  or  other  evidence  of  intrapelvic  disease,  it  appears 
that  very  much  of  the  treatment  of  these  slight  retro-displacements 
is  entirely  unnecessary.  In  looking  over  my  own  experience,  I  do 
not  find  so  many  cases  of  malposition  requiring  vaginal  support, 
as  when,  earlier  in  practice,  one  was  taught  that  very  much  of  the 
backache  and  other  suffering  in  women  was  due  to  these  displace- 
ments. I  can  only  rely  upon  the  evidence  furnished  by  my  medical 
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friends  and  fellow  gynecologists,  to  support  me  in  this  opinion, 
that  the  pessary  is  slowly  sinking  into  desuetude.  I  am  fully 
convinced  that  at  no  distant  day,  medical  men  generally  will  place 
the  pessary  where  it  belongs,  and  not  use  it  without  positive  indi- 
cations. 

The  symptoms  of  dislocated  uteri  are  the  symptoms  in  a  large 
number  of  cases  of  nerve  tire,  and  demand  systematic  electrical, 
medicinal,  and  hygienic  treatment.  That  the  use  of  a  pessary 
serves  to  calm  the  fears  of  a  nervous  woman,  is  no  excuse  for  con- 
tinuing its  use  when  the  flexion,  if  present,  cannot  be  cured  by  it, 
and  perhaps  other  and  more  important  treatment  is  being  neg- 
lected. Several  years  ago,  a  married  lady,  aged  forty-eight  years 
who  had  been  suffering  for  some  months  with  insomnia,  was  sent 
to  me  for  examination.  Her  physician  suspected  a  uterine  cause, 
and  I  found  it,  as  I  supposed,  in  a  retroflexed  uterus,  which  had 
probably  caused  her  sterility,  for  she  had  no  children.  She  was  in 
good  flesh,  and  there  appearing  no  other  cause  for  her  sleeplessness, 
I  inserted  a  Hodge  pessary  to  sustain  (?)  the  fundus  uteri.  She  was 
at  once  greatly  benefited,  but  in  a  short  time  her  insomnia  returned, 
and  she  sought  relief  at  a  well-known,  water  cure  establishment. 
The  pessary  was  removed,  and  the  excellent  hygienic  treatment 
served  to  cure  the  insomnia.  After  her  return,  she  allowed  her 
curiosity  to  get  the  better  of  her,  and  insisted  that  I  examine  her 
to  know  if  the  retroflexion  was  cured.  I  unwillingly  deceived 
her,  and  although  I  found  the  uterus  just  where  it  had  doubtless 
been  for  years,  managed  to  assure  her  that  she  need  have  no  fur- 
ther fear  of  any  uterine  trouble.  1  was  wrong  in  my  estimate  of 
this  woman's  disease,  and  should  not  now  declare  a  retroflexion  to 
have  anything  to  do  with  the  health  of  a  patient  past  the  meno- 
pause, if  it  were,  as  in  this  case,  uncomplicated  by  other  organic 
change.  Dr.  Bautock  says,  in  his  work  on  Use  and  Abuse  of 
Pessaries,  "  No  pessary  yet  invented  can  undo  a  flexion  "  (loe  cit.). 
In  this  position,  he  is  sustained  by  Hart  and  Barbour,  beside 
other  recent  writers.  I  am  fully  confirmed  in  this  view  person- 
ally, but  can  endorse  the  evidence  furnished  by  Dr.  Bantock  in 
the  work  above  mentioned — although  he  does  not  pointedly  allude 
to  it — that  pregnancy  may  happen  while  the  pessary  is  worn,  and 
in  this  way  permanent  cures  not  infrequently  occur.  In  fact,  the 
only  cures  I  am  aware  of  in  my  own  experience  have  resulted 
in  this  way. 
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It  is  probable  that  the  cases  cured  by  pregnancy  are  those  in 
which  adhesive  peritonitis  has  caused  the  malposition,  and  the 
gentle  traction  and  pressure  of  the  expanding  uterus  have  caused 
the  liberation  of  these  retaining  bands,  while  in  the  process  of 
normal  involution  they  do  not  reform.  I  will  conclude  this  por- 
tion of  my  subject  with  this  remark  :  I  would  use  a  pessary  in  the 
variety  of  displacement  under  consideration  only  as  a  temporary 
expedient,  and  never  to  the  exclusion  of  frequent  replacements  or 
adjustment  with  a  repositor,  if  necessary,  and  suitable  position  for 
the  patient. 

It  is  probable  that  some  of  the  electricians  may  have  treated 
these  cases  successfully,  or  that  massage  may  prove  satisfactory  in 
tlic  readjustment  of  versions  and  flexions,  but  I  leave  these  methods 
to  those  having  experience  with  them.  I  have  elsewhere  stated 
my  great  objection  to  the  use  of  massage  when,  in  our  endeavor  to 
do  good,  we  may  rupture  a  pus  tube,  and  do  infinite  harm.  (See 
Gail/ant's  Journal,  November,  1889.) 

The  only  pessary  capable  of  supporting  a  retroflexed  uterus  is  the 
intra-uterine  stem.  Great  diversity  of  opinion  prevails  as  to  the 
propriety  of  using  so  dangerous  an  instrument.  We  may  dislike 
their  use,  and  fear  bad  results,  but  they  give  real  support  to  the 
fundus,  and  there  may  be  cases  in  which  they  can  be  used  with 
signal  benefit.  I  should  prefer  the  intra-uterine  stem  to  any  of  the 
proposed  abdominal  operations,  such  as  suspension  or  fixation,  pro- 
vided the  stem  would  sustain  the  body  of  the  uterus,  and  that  no 
other  disease  required  abdominal  section.  Operative  measures  upon 
the  neck  of  the  uterus  have  been  resorted  to  by  Marion  Sims  and 
others,  hoping  to  influence  the  position  of  the  fundus,  or  at  least  to 
straighten  the  canal,  but  these  have  either  failed  to  accomplish  the 
intention  of  their  inventor,  or  have  not  attracted  general  attention. 
Besides,  they  are  not  philosophically  correct.  The  methods  of  sur- 
gical relief  of  posterior  displacements  are  Alexander's  operation, 
or  shortening  the  round  ligaments. 

Ventrofixation  and  Suspension;  Operation  upon  the 
Broad  and  Bound  Ligaments  Inside  the  Abdomen,  and 
Shortening  of  the  Utero-sacral  Ligaments. 

It  is  now  evident  that  Alexander's  operation  has  not  been  well 
received  by  the  profession,  and  surgeons  generally  agree  with 
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Wiuckel  that  it  will  soon  become  obsolete.  It  has  been  the  expe- 
rience of  most  surgeons  to  find  the  round  ligaments  unfit  for  ser- 
vice as  a  means  of  support,  and  other  operations  are  generally 
required  to  assist  in  sustaining  the  uterus.  The  methods  of  sus- 
pension or  fixation  are  now  being  tried  by  some  surgeons,  but  I 
have  space  to  mention  only  one  case  in  my  own  practice  : 

Mrs.  G-.,  aged  fifty  years,  came  to  me  in  1888,  suffering  from  retroflexion 
and  prolapse  of  the  uterus.  She  had  worn  pessaries  for  years,  and  was  suf- 
fering from  severe  ulceration  of  the  vagina  as  a  result.  I  resorted  to  Alex- 
ander's operation  after  first  amputating  a  very  large  cervix.  The  ligament 
was  found  on  the  left  side,  and  secured  as  is  usually  done.  That  on  the 
right  was  a  mere  thread,  having  undergone  elongation  until  it  was  practi- 
cally of  no  value.  The  incision  in  this  case  was  extended  upward  and 
through  the  abdominal  walls,  until  about  three  inches  in  length.  The  broad 
ligament  and  Fallopian  tube,  with  the  cornua  of  the  uterus,  was  then  stitched 
with  catgut  to  the  abdominal  walls  and  within  the  lips  of  the  wound. 
(Modification  of  Ranger's  operation.)  The  woman  has  remained  well  of  the 
malposition,  although  she  is  still  a  sufferer  from  neurasthenia. 

Other  cases  of  posterior  displacement  have  occurred  in  practice 
requiring  surgical  treatment,  but  were  generally  brought  to  my 
notice  for  other  reasons,  notably  in  complication  with  diseased 
appendages. 

One  case  worthy  of  mention  was  called  lateroflexion.  In  the 
left  side  was  found  a  hydrosalpinx,  a  large  cystic  ovary  the  size  of 
an  orange,  and  a  band  of  adherent  omentum  two  inches  broad, 
fastening  the  tube  to  the  ovary  and  broad  ligament  at  its  outer  in- 
sertion to  the  pelvis.  Another  very  interesting  case  was  sent  to 
me  for  Battey's  operation.  The  uterus  was  fixed  in  the  first  degree 
of  descent,  the  patient,  a  virgin,  having  been  an  invalid  for 
many  years,  and  having  tried  all  sorts  of  treatment,  including 
pessaries  and  dilatation  of  the  uterus  by  a  specialist  (for  what  I 
have  never  learned).  The  adhesions  suspected  were  found  on  the 
right  side,  holding  down  the  uterus — a  result  of  pelvic  peritonitis. 
The  appendages  were  removed,  hoping  to  cure  a  menorrhagia  and 
other  symptoms,  the  right  ovary  looking  like  a  beautiful  cluster  of 
grapes,  from  its  cystic  nature.  The  uterus  was  freely  movable 
after  the  liberation  of  the  adhesions,  which  was  ascertained  at  the 
time  of  the  operation,  and  it  has  siuce  remained  so  ;  the  patient  is 
apparently  well.  These  cases  are  not  unfamiliar  to  those  who  do 
pelvic  surgery,  and  could  be  greatly  multiplied.    I  can  endorse 
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the  opinion,  which  I  think  was  first  suggested  by  Mr.  Tait,  that 
those  cases  requiring  pelvic  surgery  for  diseased  appendages  are 
thereafter  cured  of  any  preexisting  malposition.  I  prefer,  so  far 
as  ray  own  limited  experience  goes,  to  add  the  word  "  symptom- 
atically." 

Tait's  operation  of  reefing  the  broad  ligaments  is  therefore  prac- 
tical, and,  moreover,  not  attended  by  additional  danger,  as  the 
abdomen  is  generally  opened  in  these  cases  for  other  disease  than  a 
mere  displacement. 

The  same  may  be  said  of  the  measures  advocated  by  Dr.  Polk 
and  others,  who  tie  the  broad  and  round  ligaments  in  front  of  the 
uterus. 

In  addition  to  the  operations  already  announced  there  are  two 
methods  which  I  have  to  suggest.  The  first,  to  sustain  the  lower 
segment  of  the  uterus,  and  is  a  support  to  the  utero-sacral  liga- 
ments. While  the  abdomen  is  open  insert  through  the  vagina  both 
ends  of  a  suture,  an  inch  between,  into  and  through  Douglas's  cul- 
de-sac.  These  sutures  should  be  fastened  to  the  round  and  broad 
ligaments,  and  can  then  be  brought  out  separately  two  or  more 
inches  apart  on  the  abdominal  wall.  By  traction  upon  these  ends 
the  uterus  and  appendages  are  lifted  well  upward,  and  if  denuda- 
tion has  been  practised  upon  the  superior  and  anterior  wall  of  the 
uterus,  there  can  be  no  doubt  of  the  fixation  being  complete.  This 
method  has  the  advantage  of  holding  the  uterus  and  broad  liga- 
ment entirely  away  from  any  raw  surface  made  by  the  liberation  of 
adhesions.  It  of  course  supposes  an  aseptic  and  well-packed  vagina 
to  prevent  contamination  from  the  uterus  or  lower  vagina.  The 
other  plan  proposed  is  to  insert  a  double  wire  or  other  reliable 
material  through  the  uterus  and  out  at  the  fundus,  a  roll  of  gauze 
at  either  end  of  the  suture,  one  to  prevent  the  wire  slipping  into 
the  uterine  cavity,  another  on  the  abdomen  to  prevent  cutting  into 
the  skin.  This  method  is  probably  the  same  as  that  suggested  by 
Dr.  Sims,  and  mentioned  by  Dr.  Emmet  in  1889.  (See  Trans. 
Amer.  Gynecol.  Soe.,  p.  267.)  I  have  tried  it  on  the  cadaver, 
first  placing  the  body  in  Trendelenburg's  position.  There  was 
no  transfixion  of  intestine.  I  should  regard  this  the  safest  of  all 
methods  of  suspension  or  fixation  when  the  cavity  of  the  abdomen 
is  not  to  be  opened.  But  it  is  beyond  doubt  safer  to  know  just 
what  one  is  doing,  and  hence  there  must  indeed  be  but  few  cases 
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demanding  these  operations  done  in  the  dark.  These  operations 
last  mentioned  should  be,  as  other  methods  of  suspension,  rarely 
resorted  to,  and  only  when  they  supplement  other  work. 

Conclusions. — 1.  Displacements  of  the  uterus  backward  may 
not  give  rise  to  symptoms,  and  do  not  require  treatment  unless 
other  organs  and  tissues  are  involved. 

2.  If  symptoms  are  present  they  are  often  due  to  neurasthenia, 
and  demand  appropriate  treatment. 

3.  Those  cases  of  posterior  displacement  which  cause  pain  and 
give  rise  to  dysmenorrhea  and  other  symptoms,  have  generally  a 
cause  requiring  other  than  mere  treatment  by  pessaries,  which  is  ot 
temporary  value  only,  and  often  prevents  proper  treatment  of  the 
real  cause  of  disease. 

4.  Operations  recently  suggested,  such  as  fixation,  suspension, 
etc.,  are  rarely  required  unless  in  connection  with  other  operations, 
when  the  abdomen  is  open  for  other  reasons,  the  treatment  of  which 
may  set  aside  the  necessity  for  the  new  methods. 
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OBSCURE  PELVIC  INFLAMMATION  FOLLOWING 
PARTURITION. 

Bv  WALTER  COLES,  M.D., 

ST.  LOUIS. 


Although  parturition  is  a  physiological  process,  the  violence 
involved  in  the  act,  and  the  consequent  physical  state  of  the  organs 
implicated,  induce  conditions  which  border  so  nearly  on  the  patho- 
logical that  the  balance  between  health  and  disease  may  be  easily 
destroyed  by  trivial  circumstances.  These  are  facts  which  all  must 
admit,  yet  we  not  unfrequently  meet  with  physicians  who  boast  of 
having  attended  a  large  number  of  women  in  confinement  through- 
out a  long  series  of  years  without  having  encountered  a  single  death. 
These  experiences  of  extraordinary  good  fortune  cannot  be 
accounted  for  solely  on  the  ground  of  mere  luck,  but,  when  literally 
true,  undoubtedly  speak  well  for  the  intelligent  management  of  the 
cases  involved. 

In  summing  up  his  successes,  however,  the  obstetrician  who 
takes  note  only  of  deaths,  is  as  inaccurate  and  misleading  as  would 
be  the  general  who  reports  but  the  killed  in  battle  while  he  makes 
no  mention  of  the  wounded,  although  the  latter  may  greatly  exceed 
the  former. 

A  well-known  writer  on  obstetrics  has  very  happily  classified  the 
diseases  incident  to  the  puerperal  state  under  two  heads.  First, 
those  wherein  recovery  is  to  be  expected.  Second,  those  in  which 
death  is  almost  certain.  Happily  the  latter  class  is  every  day 
becoming  more  limited,  under  antiseptic  precautions  and  other 
enlightened  methods  of  management.  It  is  safe  to  say,  however, 
taking  the  aggregate  of  confinement  cases,  including  those  in  the 
hands  of  mid  wives,  that  au  alarmingly  large  proportion  of  the 
minor  and  more  obscure  forms  of  puerperal  disease  are  never 
detected  or  even  suspected,  and  thus  thousands  of  women,  without 
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appreciating  their  danger,  emerge  from  the  lying-in  room  to  enter 
upon  a  career  of  protracted  ill  health  or  permanent  invalidism. 
This  is  particularly  true  after  abortion. 

Many  women  in  the  lower  walks  of  life,  with  families  depend- 
ent upon  their  daily  labor,  are  compelled  by  circumstances  to 
commence  work  too  soon  and  thus  fall  victims  to  more  or  less 
permanent  ill  health  ;  but  with  others  the  fault  is  with  the  medical 
attendant,  in  not  intelligently  interpreting  symptoms  and  failing  to 
institute  proper  physical  investigation,  or  in  an  inability  to  recog- 
nize pathological  phenomena  which  a  more  experienced  obstetri- 
cian would  readily  detect.  How  often  does  it  happen  that  we  are 
called  to  visit  in  consultation,  or  meet  at  the  clinic,  women  who 
have  recently  aborted  or  been  delivered  at  terra,  to  find  that  they 
have  been  treated  for  chronic  malaria,  when  in  fact  they  are  suffer- 
ing from  septicemia  the  result  of  an  imperfectly-emptied  uterus, 
or  from  inflammation  of  that  organ  or  its  appendages. 

It  is  astonishing  to  observe  the  pronounced  pathological  changes 
which  may  be  overlooked  or  fail  of  recognition  under  a  superficial 
or  inexperienced  examination.  Some  years  since  Prof.  Boisliniere, 
of  this  city,  was  called  on  by  the  wife  of  a  prominent  lawyer  resid- 
ing in  a  neighboring  State.  She  stated  that  she  had  suffered  a 
miscarriage  a  few  months  before,  at  which  time  she  was  quite  ill, 
but  finally  recovered  as  she  supposed.  Shortly  after  getting  up, 
however,  she  was  seized  with  "  chills  and  fever"  which  no  amount 
of  quinine  seemed  to  cure,  and  as  she  felt  herself  growing  weaker 
she  had  called  upon  the  Doctor  for  assistance.  After  obtaining  a 
history  of  the  case  he  examined  her  carefully  and  detected  a  large 
pelvic  abscess.  He  advised  her  to  go  to  a  hospital,  which  she 
declined,  and  decided  to  return  home  and  be  operated  on  there. 
Dr.  Boisliniere  being  too  unwell  to  leave  the  city  referred  her  hus- 
band to  me,  and  on  the  second  day  thereafter  I  received  a  telegram 
to  come  prepared  to  operate.  On  reaching  the  patient  I  found  her 
moribund.  A  post-mortem  examination  revealed  a  large  abscess 
in  the  left  broad  ligament  which  had  burst  into  the  peritoneal 
cavity — a  catastrophe  which  was  doubtless  hastened  by  her  most 
imprudent  journey.  Although  the  entire  chain  of  symptoms  may 
not  have  been  well  marked  in  this  case,  yet  the  nature  of  the  diffi- 
culty was  readily  suspected  by  an  experienced  gynecologist,  accus- 
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tomed  to  deal  with  such  complications  and  to  trace  them  to  their 
true  source. 

The  elements  of  pain,  fever,  and  chilliness  which  are  more  or 
less  invariable  accompaniments  of  pelvic  inflammation,  are  not 
always  constant  in  degree  or  in  proportion  to  the  danger  involved, 
Those  who  look  for  the  "chill,"  upon  which  so  much  stress  was  laid 
by  the  older  writers  upon  the  pathology  and  symptomatology  of 
inflammations  in  general,  will  be  often  disappointed,  for  clinical 
observations  clearly  demonstrate  that  this  phenomenon  is  frequently 
lacking  in  the  gravest  forms  of  puerperal  disease,  while  in  others, 
as  in  pyemia,  it  is  generally  the  first  symptom  to  attract  serious 
attention.  Pain,  nearly  always  a  constant  factor,  varying  in  degree 
or  character  in  accordance  with  the  organ  or  tissue  involved,  is 
often  of  the  greatest  value  in  directing  attention  to  the  seat  and 
nature  of  the  malady,  yet  it  should  not  be  forgotten  that  even  this 
symptom  may  be  vague  and  misleading.  Of  all  the  danger  signals, 
fever  and  a  quickened  pulse  may  be  regarded  as  the  most  constant 
and,  primarily,  the  most  reliable.  As  a  general  rule,  the  sooner 
complications  set  in  after  delivery,  the  more  acute  are  the  symptoms 
and  the  greater  danger  of  general  septicemia.  Here,  again,  pyemia 
usually  proves  the  exception,  as  it  manifests  itself  late,  and  often 
after  the  patient  seems  to  have  entered  upon  a  satisfactory  conva- 
lescence. Its  commencement  is  in  the  nature  of  a  painful  surprise, 
and  its  termination  a  sad  commentary  upon  the  feebleness  of  our 
art. 

Whenever  all  or  any  one  of  the  foregoing  symptoms  arise  after 
labor  or  abortion,  or  if  there  is  decided  anorexia,  retarded  secretion 
of  milk,  scanty  or  offensive  lochia,  a  tendency  to  secondary  hemor- 
rhage, tympanites,  cephalalgia,  unusual  or  prolonged  after-pains, 
dysuria,  a  sense  of  fulness  or  weight  in  the  pelvis,  mental  depres- 
sion, or  indeed  anything  unusual  or  morbid  in  the  condition  of  the 
patient,  it  becomes  the  duty  of  the  attendant  to  examine  every 
organ  likely  to  be  involved,  with  a  view  to  the  early  detection, 
location,  and  nature  of  the  difficulty  and  the  prompt  application  of 
suitable  remedies.  The  various  methods  of  diagnosis  and  the 
treatment  to  be  employed  are  now  so  clearly  and  abundantly 
taught  in  the  various  text-books,  that  no  one  who  practises  obstet- 
rics is  excusable  for  the  inaccuracies  of  diagnosis  which  we  fre- 
quently encounter  in  our  consultation  practice. 


A  PLEA  FOR  CONSERVATISM  IN  THE  TREATMENT 
OF  DISEASED  UTERINE  APPENDAGES. 


By  CARLTON  C.  FREDERICK,  M.D., 

BUFFALO. 


So  much  has  been  written  concerning  diseased  uterine  appendages 
and  their  treatment  that  to  say  more  seems  unnecessary. 

A  member  of  this  Association  has  well  said :  "  The  field  of 
gynecic  surgery  to-day  is  plowed  and  harrowed  by  as  restless  and 
motley  a  throng  as  ever  surged  upon  the  Pacific  Slope  for  gold. 
Too  often  their  zeal  is  not  for  earnest  work,  but  for  local  renown. 
They  would  build  themselves  a  tower  to  make  themselves  a  name. 
The  end  must  be  confusion  and  complaint.  These  are  troublous 
times  for  abdominal  surgery  and  surgeons.  They  have  their  way 
to  make  and  sustain  both  against  the  inherent  difficulties  of  their 
work  and  against  the  failures  of  those  who  insist  on  '  opening  the 
abdomen  because  it  is  easy.'  " 

In  these  few  lines  lie  many  truths  that  lead  us  to  ask  questions. 
Truly,  the  spirit  of  analysis  and  criticism  are  abroad  in  the  medical 
world,  and  he  whose  work  is  not  earnest,  honest,  and  conscientious 
must  reap  the  fruits  of  his  misdeeds — criticism,  relentless  criticism. 
I  doubt  not  that  many  operators  to-day  look  back  upon  their  work 
in  modern  gynecic  surgery  and  conscientiously  feel  that  they  have 
done  unnecessary  and  unwarrantable  operations  as  viewed  in  the 
light  of  their  later  experiences.  Everyone  may  err  in  judgment  at 
times.  It  is  not  to  these  occasional  errors  that  I  wish  to  direct 
your  attention.  I  would  ask  you  to  consider  the  enthusiast  in 
medicine,  whose  enthusiasm  carries  him  beyond  the  bounds  of 
sound  discretion  and  judgment,  aud  leads  him  to  operate  for  insuffi- 
cient and  inadequate  reasons. 

Innovations  of  pronounced  value  usually  arouse  enthusiasm,  and 
enthusiasm,  especially  that  of  youth,  generally  goes  to  extremes. 
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Among  the  later  and  more  prominent  innovations  in  gvnecic  sur- 
gery is  laparotomy  for  diseased  uterine  appendages.  At  its  advent 
hundreds  and  thousands  of  invalid  women  carrying  the  results  of 
chronic  pelvic  disease  were  ready  for  the  surgeon's  knife.  The  new 
operation  relieved  their  pains,  it  restored  them  to  health  because 
they  were  fit  subjects  for  operation.  The  patients  were  enthusiastic 
in  its  praise,  surgeons  were  enthusiastic  because  of  its  wondrous 
results,  it  became  a  fashion  to  remove  tubes  and  ovaries.  It  has 
ever  been  so.  Fashions  and  fads  in  medicine  are  as  common  as  in 
all  things  else  mundane.  I  might  cite  many  medical  and  surgical 
procedures  that  have  been  overdone,  till  a  reaction  set  in  and  they 
have  now  taken  a  place  in  the  professional  mind  commensurate 
with  their  real  value  in  proper  cases. 

As  an  illustration  of  the  extremes  to  which  enthusiasm  may  lead 
some  men,  I  would  mention  a  report  made  by  a  medical  gentleman 
before  a  body  of  medical  men,  of  over  seventy  cases  of  gvuecic 
disease  all  treated  by  electricity  only,  the  results  being  beneficial  in 
all.  Think  of  it :  anything,  from  a  fibroid  to  a  cervical  catarrh,  all 
relieved  by  the  galvanic  current,  pure  and  simple. 

Reform  is  brought  about  partly  by  the  experience  of  those  who 
overdo,  aud  partly  by  the  sharp  criticism  of  their  fellows  who  view 
their  overdoing.  Unnecessary  and  ill-advised  operations  bring 
them  into  public  disrepute,  and  public  disrepute  influences  many 
sufferers  from  submitting  to  operations  which  may  be  their  onlv 
hopes  of  health  or  even  life.  I  once  knew  au  operator  whose  fatal 
ovariotomies  so  terrorized  the  country  for  many  miles  in  radius, 
that  few  women  within  that  circle  would  submit  to  the  operation 
so  long  as  they  were  not  in  extremis. 

On  looking  over  the  reports  of  series  after  series  of  laparatomies 
done  for  diseased  or  supposed  diseased  appendages  as  found  in  the 
current  medical  literature  of  the  past  five  to  ten  years,  one  is  lead 
to  ask,  Were  these  all  justifiable  operations  ?  One  series  of  seventy- 
five  laparatomies  done  in  one  year  in  a  small  AVestern  town  by  a 
comparatively  unknown  operator,  forty-two  of  the  seventy-five 
being  salpingo-oophorectomies,  is  the  most  remarkable,  because  the 
reasons  given  for  operation  in  several  instances  are  so  insufficient. 

Of  course,  the  history  of  a  case  may  not  convey  to  the  reader  an 
understanding  of  it  as  would  an  examination  of  the  patient  her- 
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self.  But  when  inadequate  reasons  are  given  for  operation  we  have 
the  right  to  question  the  advisability  of  that  operation. 

An  analysis  of  many  of  the  operations  reported  leads  a  conserva- 
tive man  to  the  belief  that  some  laparatotnists,  like  other  mortals, 
have  hobbies  and  sometimes  ride  them  too  hard.  Not  long  since, 
every  slight  cervical  tear  was  the  cause  of  the  owner's  ills,  and  it 
was  promptly  repaired,  often  regardless  of  other  existing  conditions, 
because  it  was  then  a  hobby  with  many. 

I  believe  that  many  tubes  and  ovaries  have  been  removed  for 
the  same  reasons,  or  the  operator  not  knowing  what  else  to  do, 
grasped  it  as  a  dernier  ressort.  I  fear  also  that  the  desire  of  local 
renown  has  led  some  young  men  to  swell  the  number  of  their 
laparatomies  on  too  slight  pretexts.  So  often  have  we  heard  sur- 
geons say  :  "  Oh,  it  is  so  easy  and  harmless  to  open  the  abdomen  !" 
Theoretically  it  is  easy  and  harmless,  and  practically  it  is  so  in  the 
hands  of  experienced  men.  But  with  the  less  experienced  it  is  not 
so  harmless,  and  the  less  experienced  man  is  the  one  who  is  most 
liable  to  operate  rashly.  Even  the  best  operators  have  a  small  per- 
centage of  deaths  from  unforeseen  complications.  If  it  is  not 
necessary  to  do  an  operation  which  necessarily  exposes  the  patient 
to  some  risk  of  death,  I  hold  that  it  is  criminal  to  operate  just  for 
the  sake  of  operating. 

Too  many  women  have  been  unnecessarily  unsexed  because  they 
had  some  nervous  or  other  reflex,  the  origin  of  which  could  not  be 
ascertained.  This  has  been  done  repeatedly  when  no  pathological 
condition  of  tubes  or  ovaries  could  be  diagnosticated  prior  to  ope- 
ration, but  they  were  supposed  to  be  ovarian  reflexes. 

I  think  specialists  are  liable  to  err  on  the  side  of  placing  too  little 
confidence  in  nature's  processes  of  absorption  and  restoration  to 
function,  of  organs  which  have  once  been  involved  in  acute  inflam- 
matory processes.  This  is  especially  true  of  gynecologists,  because 
the  acute  inflammations  of  the  pelvic  organs  of  woman  are  so  gen- 
erally the  results  of  infection  that  a  large  percentage  of  them  do 
not  tend  to  resolution. 

We  are  accustomed  to  read  that  acute  inflammation  of  the  tubes 
and  ovaries  will  probably  end  in  pus-formation,  necessitating  an 
immediate  laparatomy  to  save  the  patient  from  the  dangers  of  sep- 
tic general  peritonitis.  This  ending  is  the  exception  rather  than 
the  rule.    If  suppuration  did  not  occur  during  the  acute  stage  we 
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are  led  to  believe  that  it  will  most  certaiuly  do  so  later  on,  or  the 
contracting  adhesions  will  cause  pain  and  such  disturbances  of 
nutrition  and  nervous  equilibrium,  as  to  render  the  patient  invalid 
and  ultimately  make  their  removal  necessary.  I  admit  all  these 
propositions  to  be  true  iu  a  large  proportion  of  those  cases  iu  which 
the  inflammation  is  of  high  grade,  the  area  involved  large,  and  the 
patient  not  robust.  I  submit,  however,  that  all  men  of  experience 
have  seen  apparently  severe  attacks  of  pelvic  peritonitis',  salpingitis, 
and  oophoritis  go  on  to  complete  cure  without  resort  to  the  knife. 
It  takes  time,  it  requires  a  robust  constitution,  it  requires  tonics, 
rest,  aud  all  means  to  keep  up  strength  and  recuperative  powers,  at 
the  same  time  giving  the  pelvic  organs  rest.  I  believe  that  many 
cases  which  ultimately  need  surgical  treatment  could  be  practically 
cured  bylstrict  attention  as  the  acute  symptoms  subside.  As  a  rule, 
the  patient  is  allowed  to  get  about  too  soon  ;  tonics,  hot  douches,  in- 
terdiction of  coitus,  relief  of  pain,  and  complete  rest  at  menstrual 
periods  are  all  ignored,  at  a  time  when  absorption  is  trying  to  take 
place  and  the  natural  processes  are  trying  to  restore  these  disabled 
organs. 

In  contrast  to  the  specialist  we  have  the  ofttimes  too  conserva- 
tive general  practitioner,  who  trusts  too  much  to  nature  and  to 
opium,  who  diagnosticates  all  inflammations  about  the  pelvis  as 
"  metritis  "  or  "  inflammation  of  the  bowels,"  and  who,  when  they 
become  chronic,  uses  pessaries  or  harsh  intra-uterine  medication 
and  discourages  surgical  treatment. 

Between  these  extremes  lies  a  conservative  middle  course,  along 
which  the  spirit  and  experiences  of  the  times  must  lead  the  best 
men  to  go.  I  believe  that  a  stixmg  feeling  on  this  subject  is  enter- 
tained by  the  best  men  doing  work  in  this  line.  I  believe  the  time 
is  ripe  for  general  reform  among  over-zealous  specialists  and  under- 
zealous  general  practitioners.  I  hope  all  those  who  can  will  raise 
their  voice  and  their  precepts  for  a  more  rigid  conservatism  in  the 
future  than  has  existed  in  the  past  in  this  branch  of  surgery. 


THE  TREATMENT  OF  FIBROID  TUMORS 
OF  THE  WOMB. 

By  DONNEL  HUGHES,  M.D., 

PHILADELPHIA. 


There  are  three  modes  of  treatment  in  vogue  at  the  present 
time  for  these  growths,  viz.,  medical,  electrical,  and  surgical.  The 
submucous  and  intramural  varieties  are  sometimes,  though  very 
rarely,  cured  by  medicine.  The  drugs  upon  which  the  most  reli- 
ance has  been  placed  for  this  purpose  are  ergot,  digitalis,  bromide 
and  iodide  of  potash,  and  the  chlorides  of  ammonium  and  calcium, 
all  of  which  are  administered  with  the  view  of  lessening  the  blood 
supply  to  the  uterus.  Hypodermic  injections  of  ergotine  have 
been  extensively  employed.  A  number  of  cases  have  been  reported 
in  which  the  progress  of  the  growth  has  been  arrested,  and  in 
some  instances  it  has  disappeared. 

Hemorrhage  is  the  most  dangerous,  and  very  often  the  most 
troublesome,  symptom  of  fibroid  tumors.  The  first  and  most 
essential  step  in  the  treatment  is  absolute  rest  in  the  recumbent 
position.  Ergot  and  gallic  acid  should  then  be  given  in  full  doses, 
at  longer  or  shorter  intervals,  according  to  the  gravity  of  the  case. 
Copious  vaginal  injections  of  water,  as  hot  as  can  be  borne, 
often  moderate  and  sometime  stops  the  flow  of  blood,  when  other 
means  have  failed  and  the  hemorrhage  is  excessive.  The  safest 
and  most  reliable  plan  of  treatment  is  to  tampon  the  vagina  with 
small  balls  of  cotton  that  have  been  previously  saturated  with  a 
solution  of  liquor  ferri  subsulphatis,  or  some  other  styptic ;  or  a 
sponge  tent  that  fits  the  os  uteri  tightly  may  be  used  for  the  same 
purpose.  Tampons  should  not  be  allowed  to  remain  longer  than 
twenty-four  hours  ;  after  that  they  become  putrid,  and  the  system 
is  in  constant  danger  of  infection.  If  necessary,  after  the  parts 
have  been  thoroughly  washed  and  disinfected,  new  tampons  may 
be  inserted. 
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Fungous  vegetations  are  frequently  found  upon  the  endometrium 
of  wombs  that  contain  fibroids;  when  these  are  present  their  re- 
moval with  the  curette  rarely  fails  to  check  temporarily  the  hem- 
orrhage. The  presence  or  absence  of  pain  depends  to  a  great  ex- 
tent upon  the  location  of  the  growth.  When  there  is  pain  it  is 
generally  most  severe  at  the  menstrual  periods.  It  is  at  this  time 
that  the  uterus  makes  more  or  less  effort  to  expel  its  contents.  For 
the  relief  of  these  pains  opium  or  some  of  its  preparations  should 
be  resorted  to.  They  may  be  administered  hypodermically,  by  the 
mouth,  the  vagina,  or  the  rectum — preferably  by  the  latter  method, 
in  the  form  of  suppositories. 

,  The  electrical  treatment,  for  the  removal  of  uterine  fibroids,  has 
been  creating  a  great  deal  of  discussion  within  the  last  few  years. 
A  strong  continuous  galvanic  current  is  believed  by  many  to  be 
capable  of  causing  the  disappearance  of  these  tumors.  I  have 
tested  the  various  methods  of  electrical  treatment,  in  a  number  of 
instances,  and  have  arrived  at  the  following  conclusions  :  That  an 
electrical  current  has  very  little,  if  any,  beneficial  influence  upon 
hard  fibroids ;  aud  that  the  treatment  of  sub-peritoneal  fibroids  by 
electro-puncture,  whether  the  puncture  is  made  through  the  abdom- 
inal walls  or  per  vaginam,  is  open  to  the  same  objections  and  dan- 
gers as  the  aspirating  needle,  in  the  treatment  of  ovarian  tumors 
or  pelvic  abscesses ;  and  that  the  electrical  current  sometimes  cures 
soft  fibroids.  The  surgical  treatment  is  the  most  reliable,  and 
success  will  be  obtained  oftener  by  it  than  by  any  other  method, 
if  antiseptic  precautions  are  strictly  observed. 

The  presence  of  a  uterine  fibroid  is  not  an  indication  for  its  re- 
moval. Surgical  interference  is  only  justifiable  after  all  other  safer 
means  that  we  have  at  our  command  have  failed.  An  operation 
should  not  be  performed  near  the  menopause  unless  the  disease  is 
progressing  very  rapidly,  or  life  is  endangered  by  hemorrhage, 
suppuration,  or  by  great  suffering.  One  is  often  warranted  in  re- 
moving a  tumor  from  a  woman  whose  livelihood  depends  upon  her 
own  exertions,  while  it  would  be  highly  improper  to  subject  a 
person  to  the  same  risks  who  is  differently  situated.  These 
tumors  must  be  removed  either  through  the  vagina  or  by  lapar- 
atomy.  The  tumors  that  should  be  removed  per  vaginam  are  poly- 
poid, submucous,  aud  intramural  varieties,  when  small.  Prepara- 
tory to  the  operation  for  their  removal,  the  vagina  and  external 
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genitalia  should  be  cleansed  and  thoroughly  disinfected  with  a 
solution  of  corrosive  chloride  of  mercury,  1  to  5000.  The  cervix 
should  be  dilated  with  one  of  the  various  metallic  dilators  . that  are 
now  so  extensively  used.  If  sufficient  working-room  cannot  be 
obtained  in  that  way,  the  neck  of  the  womb  should  be  divided 
laterally.  In  the  polypoid  variety,  if  the  pedicle  is  slender,  it  may 
be  detached  by  torsion ;  if  thick,  by  the  loop  of  the  ecraseur  or  the 
galvano-cautery  wire.  After  its  attachments  have  been  severed  it 
is  to  be  removed  by  traction.  If  it  is  too  large  to  pass  through 
the  cervical  canal,  it  must  be  divided  and  each  piece  removed  sepa- 
rately. Small  submucous  and  intramural  fibroids  cau  generally  be 
removed  without  much  difficulty  by  enucleation.  After  the  cap- 
sule has  been  opened,  the  operation  should  not  be  discontinued,  as 
is  sometimes  done,  with  the  expectation  that  the  growth  will  be 
expelled  by  uterine  contractions;  but  the  operation  should  be  con- 
tinued until  every  particle  is  removed  from  the  uterine  cavity, 
otherwise  the  remaining  portion  is  liable  to  slough,  and,  through 
absorption  of  the  decomposed  material,  the  system  may  become 
poisoned.  After  the  operation  has  been  completed,  the  uterine 
cavity  should  be  washed  with  a  1  to  5000  solution  of  corrosive 
chloride  of  mercury.  The  proper  treatment  to  be  pursued  in  sub- 
peritoneal, large  intramural  and  large  submucous  fibroids,  that  are 
not  cystic  or  malignant,  and  that,  through  their  size  or  location, 
produce  severe  pain,  dangerous  hemorrhage  or  serious  inconven- 
ience, is  the  removal  of  the  uterine  appendages.  This  operation 
in  ninety-five  per  cent,  of  the  cases  establishes  the  menopause, 
arrests  the  progress  of  the  growth,  and  in  many  instances  causes  a 
disappearance  of  the  tumor. 

Supra-vaginal  hysterectomy  is  the  operation  to  be  advised  in 
cases  of  very  large  fibroids  that  involve  the  greater  part  of  the  womb, 
or  in  which  the  ovaries  and  Fallopian  tubes  cannot  be  reached  on 
account  of  the  position  and  size  of  the  tumor,  also  in  fibro-cystic 
and  suppurating  tumors  and  in  soft  edematous  fibroids.  In  the 
performance  of  this  "operation  the  most  important  consideration  is 
the  treatment  of  the  pedicle.  There  are  two  ways  of  disposing 
of  this,  each  of  which  has  its  advocates.  In  the  extra-perito- 
neal method  the  pedicle  is  brought  outside  of  the  abdominal  wound 
and  retained  there,  either  with  a  clamp  or  with  pins,  the  hemor- 
rhage being  controlled  with  an  elastic  ligature  or  a  serre-noeud. 
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Iu  the  performance  of  the  intra-peritoneal  operation,  the  neck  of 
the  womb  is  encircled  with  an  elastic  ligature,  aud  the  body  is  am- 
putated by  a  wedge-shaped  incision  ;  the  flaps  are  united  by  deep 
and  superficial  stitches.  After  the  elastic  ligature  has  been  re- 
moved the  pedicle  is  allowed  to  drop  into  the  peritoneal  cavity. 
Both  ways  of  dealing  with  the  pedicle  have  their  advantages  and 
disadvantages.  The  chief  objection  to  the  intra-peritoneal  plan  of 
treatment  is  the  danger  of  concealed  primary  and  secondary  hem- 
orrhage, of  sloughing  of  the  stump,  of  septic  infection  from  the 
uterine  canal,  and  of  irritation  from  the  sutures  used  in  closing 
the  flaps. 

The  extra-peritoneal  plan  also  has  its  disadvantages.  The  prin- 
cipal ones  are  the  painful  dragging  of  the  pedicle,  the  sloughing 
which  must  necessarily  take  place  at  the  point  of  constriction,  the 
danger  of  drainage  into  the  peritoneal  cavity,  the  large  opening 
that  remains  for  so  loug  a  time  after  the  stump  has  fallen  off,  aud 
the  permanent  depression  of  the  abdominal  walls. 

The  best  plan  is  not  to  adhere  rigidly  to  any  one  method,  but  to 
adopt  that  procedure  which  seems  most  applicable  to  the  case 
under  consideration.  When  the  pedicle  is  long  and  slender  it 
should  be  treated  externally;  when  short  and  thick,  internally. 

I  will  give  a  brief  history  of  the  following  case,  as  it  is  interest- 
ing on  account  of  the  peculiar  behavior  of  the  pedicle : 

Mrs.  W.,  aged  thirty-seven  years,  mother  of  one  child,  consulted  me  on 
account  of  a  metrorrhagia  which  had  weakened  her  very  much.  When  she 
was  examined  a  large  intramural  fibroid  was  discovered,  which  occupied 
the  greater  part  of  the  pelvis.  On  June  29th,  with  the  assistance  of  Drs.  E. 
E.  Montgomery  and  F.  H.  Harding,  the  operation  of  supra-vaginal  hyste- 
rectomy was  performed.  A  long  incision  was  made  in  the  median  line  of 
the  abdomen,  the  attachments  divided,  the  uterus  containing  the  tumor  was 
lifted  out  of  the  abdomen,  an  elastic  ligature  applied  firmly  around  the  cer- 
vix, and  two  large  pins  passed  through  the  womb  just  above  the  ligature. 
The  uterus  was  then  amputated  about  one  inch  above  the  pins,  after  which 
the  peritoneum  was  stitched  to  the  pedicle  below  the  ligature.  The  toilet  of 
the  peritoneum  was  attended  to,  and  the  abdominal  wound  closed  in  the 
usual  manner.  The  pedicle  came  away  on  the  sixteenth  day,  and  when  it 
was  examined  it  was  found  the  ligature  had  not  cut  its  way  through,  as  is 
usually  the  case,  but  the  cervix  had  separated  itself  from  the  vagina.  The 
cavity  that  remained  in  the  abdominal  walls  was  continuous  with  the  vagina. 
The  wound  was  perfectly  healed  in  six  weeks  after  the  operation.  The 
patient  has  not  suffered  the  least  inconvenience  in  any  way  from  the  upper 
part  of  the  vagina  being  adherent  to  the  abdominal  wall. 


THE  VALUE  OF  EXERCISE  AS  A  THERAPEUTIC 
MEANS  IN  THE  TREATMENT  OF  THE 
PELVIC  DISEASES  OF  WOMEN. 


By  JOHN  HARVEY  KELLOGG,  M.D., 

BATTLE  CREEK,  MICHIGAN. 


The  propositions  which  I  shall  undertake  to  maintain  in  this 
paper  are  the  following  : 

1.  That  defective  muscular  development  is  a  prime  factor  in  the 
etiology  of  a  large  share  of  the  pelvic  disorders  to  which  civilized 
women  are  subject. 

2.  That  the  mode  of  dress  common  among  civilized  women  is  a 
cause  of  deficient  and  asymmetrical  muscular  development. 

3.  That  the  dress  commonly  worn  by  civilized  women  is  produc- 
tive of  such  disturbances  of  the  relations  and  functions  of  the 
abdominal  and  pelvic  viscera  as  lead  directly  to  functional  and 
struct ural  changes  in  the  uterus  and  its  appendages. 

4.  That  properly-graduated  exercise,  with  such  an  adjustment 
of  the  clothing  as  will  afford  opportunity  for  free  and  unrestricted 
action  of  every  group  of  muscles  iu  the  body,  is  a  most  important 
therapeutic  means  in  the  management  of  a  large  class  of  pelvic 
disorders. 

The  lack  of  novelty  in  the  above  propositions  suggests  to  me 
the  necessity  of  offering  at  the  outset  the  explanation  that  my  pur- 
pose in  undertaking  the  discussion  of  a  subject  upon  which  there 
must  certainly  be  a  considerable  unanimity  of  opinion,  is  solely  to 
establish  this  opinion  on  a  more  thoroughly  scientific  basis  by  the 
presentation,  together  with  facts  which  have  long  been  known,  of 
some  new  facts  which  have  been  elicited  by  new  methods  of  inves- 
tigation, to  call  attention  to  which  is  also  a  part  of  the  purpose  of 
this  paper. 
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1.  Defective  muscular  development  is  a  prime  factor  in  the  etiology 
of  a  large  share  of  the  pelvic  disorders  to  which  civilized  women  are 
subject.  The  comparative  immunity  from  the  disorders  peculiar  to 
their  sex,  as  well  as  from  the  pain  and  accidents  connected  with  child- 
birth, enjoyed  by  savage  and  peasant  women,  is  a  fact  so  clearly 
established  by  well-authenticated  observation  that  the  presentation 
of  new  evidence  in  this  line  is  scarcely  necessary.  Personal  study 
of  this  subject  among  Indian  women  of  various  tribes,  including 
those  of  the  primitive  Yuma  tribe  of  New  Mexico  and  Arizona, 
among  Chinese  women,  and  especially  among  the  peasant  women 
of  Italy,  Germany,  France  and  England,  have  euabled  me  to  con- 
firm entirely  the  observations  of  Engelmann  and  others  who  have 
given  special  attention  to  this  question.  In  my  study  in  European 
hospitals,  I  was  very  forcibly  struck  with  the  comparatively  small 
number  of  cases  of  chronic  pelvic  disease  in  women  who,  from 
early  childhood,  had  been  trained  to  muscular  labor  of  a  varied 
character.  Such  disorders  as  prolapsus  uteri,  posterior  flexions  and 
versions,  and  chronic  inflammation  of  the  uterus  and  its  append- 
ages are  almost  unknown  among  unmarried  women  of  this  class 
who  have  led  chaste  lives.  Leaving  out  of  consideration  diseases 
due  to  unchastity,  for  which  the  extreme  ignorance  and  poverty  of 
the  lower  classes  of  European  women  are  doubtless  much  more 
responsible  than  their  depravity,  it  may  be  said  that  among  the 
peasant  women  of  Europe,  pelvic  disorders  are  chiefly  confined  to 
those  classes  of  ailments  which  result  from  childbirth ;  and  these 
are  largely  attributable  to  the  carelessness  and  stupidity  of  ignoraut 
midwives  and  the  inability  of  the  lying-in  woman  to  secure  to  her- 
self the  necessary  rest  and  care  during  the  lying-in  period.  It  is 
almost  constantly  a  surprise  to  one  whose  gynecological  observa- 
tions have  beeu  confined  chiefly  to  the  better  classes  of  American 
women,  that  the  morbid  conditions  arising  from  extensive  mechani- 
cal injuries,  such  as  lacerations  of  the  cervix  uteri  and  perineum, 
give  rise  to  comparatively  little  suffering  in  women  who  enjoy  the 
advantage  of  a  good  muscular  development.  I  have  frequently 
seen  German  aud  French  peasant  women  in  whom  the  entire 
uterus,  as  well  as  a  considerable  portion  of  the  bladder  and  rectum, 
has  been  outside  of  the  body  for  many  years  as  the  result  of  inju- 
ries at  childbirth  or  imprudence  afterward,  who  sought  relief  not 
on  account  of  pain,  but  solely  on  account  of  the  mechanical  incon- 
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venience  experienced.  This  freedom  from  pelvic  disease  and  from 
the  extreme  suffering  which  commonly  accompanies  this  class  of  dis- 
orders in  women  of  the  higher  classes,  for  which  these  women  are 
remarkable,  may  fairly  be  attributed,  in  large  part  at  least,  to  the 
excellent  muscular  development  which  their  laborious  life  secures 
to  them.  The  young  peasant  woman  of  Germany  or  Italy  who, 
from  early  childhood,  has  been  accustomed  to  accompany  her 
brothers  in  the  field,  digging,  sowing,  reaping,  threshing  out  the 
grain  with  a  flail,  or  following  the  plow,  is  no  more  subject  to  dis- 
eases of  the  pelvic  organs  than  is  her  brother.  And  if  she  hap- 
pens to  suffer  some  slight  injury  of  the  cervix  or  perineum  in 
childbearing,  she  does  not  thereby  become  a  miserable  invalid  ;  but 
if  she  experiences  any  inconvenience  whatever,  it  is  merely  a  me- 
chanical one  which  she  will  probably  consider  scarcely  worthy  of 
attention.  The  peasant  woman  exposes  herself  to  all  sorts  of 
weather  without  regard  to  her  condition.  Her  bare  feet  are  ex- 
posed to  cold  and  dampness,  in  dew  or  rain  and  mud,  without 
reference  to  the  approach  or  presence  of  the  menstrual  period.  I 
have  seen  in  that  portion  of  England  known  as  the  Black  Coun- 
try, most  vigorous  women  of  all  ages  from  fifteen  to  fifty  years, 
engaged  in  the  laborious  employment  of  brick-making,  handling 
and  carrying  constantly  for  many  hours  each  day,  masses  of  wet 
clay  which  the  majority  of  American  women  could  not  even  lift. 
The  occupation  of  these  women  leads  to  the  constant  exposure  of 
the  feet  as  well  as  the  hands  to  dampness  ;  and  yet  I  was  assured 
by  the  women  themselves,  as  well  as  by  an  intelligent  local  physi- 
cian who  was  thoroughly  well  acquainted  with  them,  that  they 
seldom  ever  sutler  any  inconvenience  from  exposures  which  in 
many  women  would  produce  fatal  results.  The  frugal  dietetic 
habits  of  these  women  and  their  open-air  life  must  have  something 
to  do  with  their  exemption  from  the  diseases  peculiar  to  their  sex, 
yet  1  think  this  remarkable  immunity  is  more  largely  due  to  the 
unusually  symmetrical  and  vigorous  muscular  development  which 
they  derive  from  their  laborious  habits  of  life.  This  view  is  well 
sustained,  (1)  By  the  anatomical  and  physiological  importance  of 
the  muscles  in  maintaining  the  position  of  the  uterus  and  its  ap- 
pendages in  relation  to  the  pelvis,  and  to  the  other  viscera  of  the 
pelvis  and  abdomen  ;  and  (2)  By  the  relative  frequency  of  uterine 
displacements  and  other  forms  of  pelvic  disease  in  women  of  feeble 
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muscular  development  who  have  apparently  not  been  exposed  to 
any  cause  sufficient  to  induce  disorders  of  this  sort  in  a  vigorous, 
healthy  woman. 

(1)  The  maintenance  of  the  uterus  and  its  appendages  in  their 
normal  position  in  the  pelvis  may  be  said  to  be  wholly  dependent 
upon  muscular  structures.  This  may  also  be  said  of  most  of  the 
viscera  of  the  abdominal  cavity.  The  pelvic  floor  which  closes 
the  common  outlet  of  the  pelvic  and  abdominal  cavities  is  chiefly 
composed  of  muscles.  The  vaginal  and  rectal  outlets  are  closed 
by  muscles.  The  muscular  structures  which  compose  the  pelvic 
floor  are  sustained  by  other  muscular  structures  connected  with  the 
pelvic  bones  above.  The  so-called  ligaments  of  the  uterus  which 
play  so  important  a  part  in  maintaining  its  position  are  largely 
made  up  of  muscular  fibres.  The  round  ligaments  are  in  part 
composed  of  voluntary  muscular  fibres.  The  antero-lateral  walls 
of  the  abdomen  are  chiefly  made  up  of  muscles  which  in  a  well- 
developed  woman  are  exceedingly  strong  and  firm. 

For  the  purpose  of  present  study,  the  trunk  may  be  considered 
as  divided  into  two  cavities  by  the  diaphragm — au  upper  and  a 
lower  cavity,  disregarding  the  artificial  division  of  the  lower  cavity 
into  abdomen  and  pelvis.  In  observing  the  arrangement  of  the 
viscera  in  the  lower  cavity  of  the  trunk,  it  is  noticeable  that  the 
heavy  organs  are  arranged  at  its  two  extremities,  the  liver,  pan- 
creas, spleen  and  kidneys  being  placed  at  the  upper  part,  while  the 
uterus  aud  its  appendages  are  placed  in  the  lower  part,  the  inter- 
vening space  beiug  filled  with  the  distended  intestines.  The  heavy 
organs  occupying  the  upper  portion  of  the  cavity  are  connected 
with  the  trunk  by  membranous  structures,  a  mere  glance  at  which 
is  sufficient  to  show  that  they  are  not  strong  enough  to  resist,  un- 
aided, without  yielding,  the  continuous  strain  of  a  weight  equal 
to  that  of  the  organs  which  they  are  supposed  to  support.  The 
change  often  seen  in  au  ear  which  has  been  subjected  to  the  weight 
of  a  light  earring  for  some  years,  is  sufficient  evidence  of  this. 
Additional  evidence  is  afforded  by  the  change  in  position  of  the 
viscera  of  the  upper  abdomen  when  other  supports  than  the  mem- 
branous or  ligamentous  structure  referred  to  are  removed  or  weak- 
ened, as  when  the  antero-lateral  abdominal  walls  have  been  greatly 
weakened  by  excessive  distention  during  pregnancy  or  the  develop- 
ment of  an  ovarian  cyst  of  uuusual  size.    Prolapsus  or  displace- 
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ment  of  one  or  both  kidneys,  and  not  infrequently  of  the  liver, 
spleen,  and  other  viscera,  is  an  exceedingly  common  result  of  this 
loss  of  the'  support  usually  derived  from  the  abdominal  muscles, 
which  fact  fairly  leads  to  the  conclusion  that  the  muscles  which 
compose  the  antero- lateral  walls  are  chief  among  the  means  by 
which  the  heavy  organs  of  the  abdomen  are  held  in  place.  So 
long  as  these  muscles  are  well  developed  and  of  good  tone,  the 
liver,  stomach,  kidneys,  and  adjacent  organs  are  held  well  up  in 
position,  and  little  or  no  strain  falls  upon  the  ligaments  by  which 
they  are  loosely  held  in  place.  The  same  may  be  said  of  the  large 
and  small  intestines,  which  fill  the  greater  portion  of  the  abdomi- 
nal cavity.  These  are  chiefly  held  in  position  by  the  abdominal 
muscles.  A  loss  in  tone  in  the  abdominal  muscles  gives  rise  to 
prolapsus  of  the  intestines  through  a  stretching  of  the  mesentery 
to  which  they  are  attached. 

A  study  of  the  functions  of  the  round  ligaments,  the  results  of 
which  I  have  given  in  a  paper  previously  presented  before  this 
Society,  has  convinced  me  that  these  muscular  structures  play  a 
most  important  part  in  keeping  the  uterus  in  position,  acting  not 
only  as  simple  bands,  or"  mooring-ropes,"  as  Dr.  Alexander  called 
them,  but  through  the  active  muscular  contractility  of  which  they 
are  capable.  The  theory  of  their  action,  the  correctness  of  which  I 
believe  I  have  demonstrated,  is  that  through  their  contracting 
simultaneously  with  the  abdominal  muscles,  they  tilt  the  uterus 
forward,  and  thus  prevent  its  being  forced  backward  during  violent 
contraction  of  the  abdominal  muscles,  the  uterus  being  by  this 
means  drawn  forward  out  of  the  current  of  downward  pressure. 
The  contraction  of  the  muscles  which  compose  the  pelvic  floor, 
when  these  muscles  are  properly  developed,  prevents  abnormal 
lowering  of  the  pelvic  floor  and  of  the  pelvic  organs  depending 
to  some  degree  upon  it  for  support.  A  weak,  relaxed  condition  of 
these  muscular  structures  is  usually  found  in  women  of  feeble  mus- 
cular development. 

It  may  be  said,  in  short,  that  the  abdominal  and  pelvic  viscera 
are,  by  means  of  various  muscular  structures,  held  braced  one 
against  the  other  in  such  a  manner  that  displacement  is  prevented 
so  long  as  the  muscular  structures  remain  intact,  by  the  simple  con- 
tiguity of  the  organs,  little  or  no  strain  being  brought  upon  the 
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ligamentous  structures  by  which  they  are  commonly  said  to  be  held 
in  position.  These  ligamentous  structures,  while  capable  of  serving 
a  useful  purpose  in  resisting  intermittent  strains,  are  not  capable  of 
sustaining  a  continuous  strain  equal  to  the  weight  of  the  organs 
with  which  they  are  respectively  related,  without  stretching  to  such 
a  degree  as  to  destroy  their  utility. 

(2)  Uterine  prolapsus,  retroversions,  retroflexions,  and  the 
various  degrees  of  ovarian  prolapse  which  accompany  these  dis- 
placements, are  seldom  met  with  among  chaste  unmarried  women  of 
savage  or  semi-civilized  nations,  but  are  very  frequent  among  this 
class  of  young  women  in  this  country,  and  those  of  the  wealthier 
classes  of  all  civilized  countries.  In  this  country  these  conditions, 
when  found  in  young  women,  are  almost  invariably  attributed  to 
some  accident  or  imprudence  in  muscular  exercise,  such  as  jumping 
from  a  carriage,  a  fall  upon  the  ice,  jumping  the  rope,  walking  too 
great  a  distance,  lifting  a  pail  of  water,  carrying  a  baby,  or  some 
similar  circumstance.  The  baneful  effects  of  stair-climbing  have 
been  lengthily  dwelt  upon  by  physicians  as  well  as  over-careful 
mothers.  Not  infrequently  such  light  exercise  as  running  a  sewing- 
machine,  or  standing  behind  a  counter,  or  sitting  upon  a  piano-stool, 
has  been  charged  with  producing  the  most  dreadful  forms  of  uterine 
displacement  and  other  pelvic  diseases.  I  do  not  say  that  none  of 
these  things  referred  to  have  ever  been  instrumental  in  bringing 
about  uterine  or  pelvic  diseases,  but  I  have  long  been  thoroughly 
convinced  that  such  causes  as  above  mentioned  are  quite  too  trifling 
in  character  to  be  considered  as  anything  more  than  proximate 
causes,  back  of  which  there  lies  an  etiological  factor  of  a  general 
and  fundamental  character,  the  essential  nature  of  which  is  deficient 
muscular  development. 

Climbing  a  flight  of  stairs  a  dozen  or  a  hundred  times  a  day 
would  not  injure  in  the  slightest  degree  a  young  woman  accustomed 
to  mountain-climbing,  or  one  of  the  Swiss  damsels  who,  every  day 
of  their  lives,  descend  and  ascend  the  ladder-road,  which,  for  a 
good  part  of  the  year,  is  the  only  means  of  access  to  the  little 
village  of  Albinen,  Switzerland.  Walking  the  floor  with  a  ten- 
pound  baby  in  her  arms  would  be  very  light  exercise  for  one  of  the 
swarthy  women  whom  Stanley  employed  as  porters  to  carry  his 
heavy  loads  of  supplies  across  the  Dark  Continent.  A  Dahomey 
Amazon  would  consider  running  a  sewing-machine  a  ridiculous 
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pastime,  and  would  much  prefer  twirling  the  machine  itself  over 
her  head  or  balancing  it  on  her  thumb.  The  female  equestrian 
who  leaps  from  her  horse  to  the  ground  and  back  again  a  half- 
dozen  times  in  succession,  with  the  animal  flying  about  the  ring  at 
full  speed,  would  smile  at  the  absurdity  of  the  proposition  that  any 
young  woman  could  suffer  serious  injury  by  jumping  from  a  car- 
riage to  the  ground,  or  skipping  a  rope  a  few  scores  of  times.  It 
need  not  be  denied,  however,  that  these  causes,  trifling  as  they  may 
appear,  may  be  sufficient  to  provoke  all  the  mischiefs  with  which 
they  have  been  charged,  in  a  young  woman  whose  physical  educa- 
tion has  been  neglected.  A  trained  gymnast  can  sustain  his  weight 
easily  by  a  single  finger  while,  in  an  untrained  person  attempting 
to  imitate  the  feat,  the  muscles  strained  in  the  attempt  might  be 
torn  from  their  attachments.  The  reason  why  women  are  injured 
by  so  trifling  an  amount  of  muscular  exertion  is  not  that  the  exer- 
tion is  too  severe,  but  that  their  muscular  development  is  so 
deficient  or  so  uusymmetrical  that  they  are  not  able  to  bear  even  the 
trifling  strain  to  which  they  are  subjected.  It  is  quite  possible  that 
the  city  girl  who  has  never  been  accustomed  to  more  vigorous 
exercise  than  moving;  herself  at  a  moderate  rate  along  a  level 
surface,  should  be  harmfully  overtaxed  by  the  exercise  of  climbing 
two  or  three  flights  of  stairs  several  times  a  day.  The  imperfect 
development  of  the  muscles  of  the  trunk,  and  general  neglect  of 
physical  exercise,  have  led  to  weakness  of  the  pelvic  floor  and  ineffi- 
ciency of  the  muscular  structures  of  the  round  ligaments,  so  that 
these  muscular  parts  are  not  able  to  resist  the  unusually  strong 
downward  impulses  produced  by  the  contractions  of  the  abdominal 
muscles,  and  displacements  result. 

The  remedy  is  not  to  be  found  in  abolishing  stairs  and  prohibiting 
young  ladies  every  form  of  exercise  which  has  been  charged  with 
producing  pelvic  mischief,  but  rather  in  subjecting  young  women 
to  such  a  course  of  physical  education  as  will  fit  them  to  endure 
muscular  efforts  of  any  reasonable  character  without  injury. 

(3)  The  mode  of  dress  common  among  civilized  women  is  'produc- 
tive of  pelvic  disease,  not  only  through  its  mechanical  effects  upon  the 
contents  of  the  abdomen,  but  through  its  interference  with  the  normal 
respiratory  movements  and  the  free  action  of  the  muscles  of  the  back 
and  abdomen.  In  normal  breathing  the  shape  of  the  chest-cavity 
is  changed  in  the  act  of  inspiration  in  such  a  manner  that  its  diam- 
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eter  is  increased  in  all  directions.  The  greatest  increase,  however 
is  in  its  longitudinal  diameter,  due  to  flattening  of  the  diaphragm, 
and  in  the  lateral  transverse  diameter  of  the  lower  part  of  the  chest, 
due  to  the  action  of  the  inspiratory  muscles,  and,  according  to 
Briiger,  also  in  part  due  to  the  depression  of  the  abdominal  viscera 
by  the  contracting  diaphragm.  In  normal  respiration  in  children 
of  both  sexes,  and  in  both  men  and  women  of  savage  tribes  in 
which  the  dress  of  the  two  sexes  is  practically  alike,  the  chief 
movements  noticeable  to  the  eye  in  inspiration  are  widening  of  the 
chest  at  its  lower  part  and  bulging  of  the  abdominal  wall.  There 
is  at  the  same  time  a  rhythmical  action  of  the  muscles  of  the  pelvic 
floor,  induced  by  the  increase  of  the  abdominal  pressure  resulting 
from  the  flattening  of  the  diaphragm,  acting  against  the  resistance 
of  the  tense  abdominal  muscles. 

That  the  respiratory  movements  are  practically  alike  in  adult 
persons  of  the  two  sexes,  I  think  has  been  fully  established  by  the 
observations  of  Mays  and  others,  as  well  as  by  my  own  studies 
upon  Indian  women  of  various  tribes,  Chinese  women,  Italian 
peasant  women,  and  American  women  whose  breathing  has  never 
been  interfered  with  by  tight-fitting  clothing.  The  accompanying 
pneumographic  tracings  (Plate  I.)  represent  respectively  the  respir- 
atory movements  of  a  man  (Fig.  1),  a  civilized  woman  in  her 
ordinary  dress  (Fig.  2),  an  Indian  woman  (Fig.  3),  a  civilized 
woman  who  had  never  worn  tight-fitting  clothing  (Fig.  4),  a  man 
wearing  a  corset  (Fig.  5),  a  dog  (Fig.  6),  and  a  dog  in  a  corset 
(Fig.  7). 

The  relation  of  corsets  and  tight  bands  to  respiration  has  usually 
been  studied  with  reference  to  their  influence  upon  the  lungs  or  the 
respiratory  process.  The  important  relation  of  the  respiratory  pro- 
cess to  the  abdominal  and  pelvic  viscera  has  too  often  been  over- 
looked, although  the  disturbance  of  the  normal  relation  existing 
between  respiration  and  the  circulation  of  the  blood  in  the  abdomi- 
nal and  pelvic  viscera  is  undoubtedly  a  matter  of  far  greater 
importance  than  any  interference  with  the  respiratory  process  occa- 
sioned by  constriction  of  the  waist.  The  effect  of  inspiration  is  to 
increase  abdominal  tension.  This  is  accomplished  by  the  flattening 
of  the  diaphragm,  which  is  facilitated  by  the  increase  in  the  lateral 
transverse  diameter  of  the  lower  part  of  the  chest,  induced  by  con- 
traction of  the  serratus  and  other  inspiratory  muscles.    The  e  e  ct 
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of  abdominal  tension  is  to  facilitate  the  emptying  of  the  veins  of 
the  portal  circulation  in  which  there  is  a  natural  tendency  to  conges- 
tion as  the  result  of  the  resistance  of  the  hepatic  capillary  system, 
which  intervenes  between  them  and  the  general  venous  system.  In 
normal  respiration,  in  which  the  intra-thoracic  pressure  is  diminished 
by  proper  expansion  of  the  chest  cavity,  this  emptying  of  the 
portal  circulation  is  also  facilitated  by  a  sort  of  suction  action 
which  draws  the  blood  from  the  abdominal  viscera  into  the  tho- 
racic cavity.  Thus,  in  normal  respiration  there  is  a  double  action, 
the  tendency  of  which  is  to  accelerate  the  circulation  in  the  abdomi- 
nal and  pelvic  organs;  and  it  is  reasonable  to  suppose  that  the 
health  of  these  organs  must  largely  depend  upon  a  continuous  and 
efficient  action  of  this  pumping  process  which  is  so  essential  a 
feature  in  the  maintenance  of  the  blood  current  in  this  region  of 
the  body. 

When  the  waist  is  constricted,  both  elements  of  the  respiratory 
process  through  which  the  abdominal  pelvic  circulation  is  assisted,  are 
seriously  weakened.  The  increase  of  the  abdominal  tension  result- 
ing from  the  pressure  of  the  diaphragm,  is  prevented  by  the  fact 
that  the  transverse  diameter  of  the  lower  portion  of  the  chest  is  not 
only  diminished  but  fixed.  The  lateral  attachments  of  the  dia- 
phragm are  thus  approached  in  such  a  manner  that  this  muscle  is 
rendered  incapable  of  efficient  contraction.  At  the  same  time,  the 
intra-thoracic  negative  pressure  is  diminished  through  the  crippling 
of  the  inspiratory  act.  The  lower  portion  of  the  chest  being  held 
firmly,  any  increase  in  the  transverse  diameter  of  this  part  is  impos- 
sible. The  normal  descent  of  the  diaphragm  being  prevented,  the 
longitudinal  diameter  of  the  chest  cannot  be  increased  to  the  proper 
extent.  The  chest  is  left  free  to  act  only  in  its  upper  part, 
the  elasticity  of  which  is  much  less  than  that  of  the  lower  portion, 
in  consequence  of  the  rigid  character  of  the  ribs,  and  the  shortness 
of  the  cartilages  which  connect  the  ribs  to  the  sternum,  as  well  as 
the  comparative  weakness  of  the  muscles  which  act  upon  this 
portion  of  the  chest. 

The  crippled  condition  of  respiration  in  a  woman  whose  waist  is 
constricted  by  a  corset  or  tight  bands  is  clearly  shown  by  the  readi- 
ness with  which  such  a  woman  gets  out  of  breath  when  called  upon 
to  make  unusual  exertion,  or  when  there  is  a  special  demand  for 
lung  activity  from  any  other  cause.    The  first  thing  done  for  a 
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fainting  woman  is  to  cut  her  waistbands  and  corset  strings,  but  no 
one  would  ever  think  of  tearing  open  a  man's  vest  or  slitting  up 
his  shirt  front  under  the  same  circumstances. 

The  proper  action  of  the  chest  may  be  aptly  compared  to  that  of 
a  pair  of  bellows.  The  lower  ribs  to  which  the  strong  breathing 
muscles  are  attached,  serve  as  the  handles.  The  breathing  appa- 
ratus of  a  woman  whose  waist  is  constricted  by  a  corset  or  tight 
bands  is  nearly  as  much  embarrassed  in  its  action  as  would  be  a  pair 
of  bellows  with  the  handles  tied  together.  The  clavicular  respi- 
ration, so  conspicuous  iu  women  who  constrict  the  waist,  is  not  seen 
among  savage  women,  nor  in  a  woman  whose  respiratory  organs 
have  not  been  restricted  in  their  action  by  improper  clothing. 
That  this  mode  of  breathing  is  quite  abnormal  might  be  fairly 
inferred  from  the  structure  of  the  upper  part  of  the  chest,  which  is 
certainly  not  such  as  to  suggest  any  considerable  degree  of  mobility. 
But  this  mode  of  breathing  is  not  only  abnormal,  but  as  I  think  I 
have  already  shown,  it  may  be  productive  of  disease.  This  is  true 
of  ordinary  respiration,  but  is  most  emphatically  true  of  forced 
respiration,  such  as  is  induced  by  singing  or  active  muscular  exer- 
cise. Under  the  imperative  demand  for  an  increased  supply  of  air, 
the  respiratory  muscles  are  made  to  act  with  undue  violence.  In 
consequence  of  the  constriction  and  the  compression  of  the  abdomi- 
nal walls  by  the  corset,  this  abnormal  force  is  largely  expended 
upon  the  organs  of  the  pelvis,  which  are  forced  down  out  of  posi- 
tion. The  pelvic  floor  is  more  yielding  than  the  rigid  walls  of  the 
upper  chest,  and  is  depressed,  thus  laying  the  foundation  for  chronic 
displacement.  A  civilized  woman  wearing  the  common  dress,  can- 
not expand  her  waist  more  thau  one-fourth  of  an  inch  when  taking 
a  deep  inspiration.  The  expansion  must  occur  somewhere,  and  the 
abnormal  mode  of  dress  necessitates  that  the  expansion  shall  be  at 
the  upper  and  lower  extremities  of  the  trunk.  The  greater  resist- 
ance of  the  upper  ribs  and  yielding  character  of  the  structures 
which  form  the  pelvic  floor,  lead  to  a  lowering  of  all  the  organs 
which  are  dependent  on  the  latter  for  support. 

I  have  devised  an  instrument,  shown  in  the  accompanying  cut, 
for  the  study  of  the  influence  of  constriction  of  the  waist  upon  the 
pelvic  floor.  The  instrument  consists  simply  of  a  lever  sustained  by 
an  upright  aud  adjustable  support,  furnished  with  a  vernier,  against 
which  one  end  of  the  lever  plays  while  the  other  rests  upon  the 
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perineum.  The  fulcrum  of  the  lever  is  so  placed  that  the  record- 
ing end  of  the  lever  has  an  amplitude  of  movement  just  five  times 
that  of  the  end  placed  agaiust  the  pelvic  floor.  The  instrument  can 
be  used  with  the  patient  either  standing  or  lying.  By  the  use  of 
this  instrument,  I  find  that  lacing  of  the  corset  as  tight  as  ordinarily 
worn,  depresses  the  pelvic  floor  from  five  to  twelve  millimetres.  I 
have  sometimes  observed  a  rise  in  the  pelvic  floor  of  fifteen  milli- 
metres immediately  after  the  corset  was  loosened. 


Instrument  for  measuring  movements  of  the  perineum. 

The  tracings  shown  in  Figs.  8  and  9  also  show  an  important  fact 
as  to  the  influence  of  constriction  of  the  waist  upon  breathing. 
These  tracings  were  made  with  a  new  form  of  pneumograph1  which 
I  have  devised,  in  which  the  tracings  obtained  represent  the  whole 
of  the  respiratory  movement.  Fig.  8  represents  the  normal  respir- 
atory movement.  Noting  the  time  relation  between  inspiration 
and  expiration,  it  will  be  observed  that  expiration  is  perceptibly 
longer  than  the  movements  of  inspiration.    I  find  this  relation  to 

1  This  instrument  was  shown  and  described  at  the  annual  meeting  of  the  American 
Climatological  Society,  held  at  Denver,  Colorado,  Sept.  2-4,  1890. 
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be,  on  the  average,  about  five  for  inspiration  and  seven  for  expira- 
tion. Fig.  9  is  a  facsimile  of  the  tracings  produced  while  wearing 
a  corset  by  the  same  person  who  without  a  corset  produced  the 
tracings  of  Fig.  8.  It  will  be  observed  that  there  is  an  increase  in 
the  time  of  inspiration  as  compared  with  expiration,  which  one 
would  naturally  expect  from  the  resistance  offered  by  the  corset. 
It  will  also  be  noticed  that  a  marked  change  in  the  form  of  the 
tracings  is  produced  by  the  constriction  of  the  waist.  The  expir- 
atory portion  of  the  tracing  which  appears  above  the  horizontal 
line,  drops  suddenly,  instead  of  making  a  gradual  decline  as  in  nor- 
mal respiration.  I  should  mention,  by  way  of  explanation,  that  in 
the  use  of  the  pneumograph  in  obtaining  the  tracings  shown  in 
Figs.  8  and  9,  a  line  is  first  drawn  around  the  cylinder  covered 
with  smoked  paper,  before  the  recording  begins.  Iu  respiration, 
the  expiratory  curve  is  shown  above  the  line,  the  inspiratory  curve 
below  the  line ;  so  that  it  becomes  easy  to  measure  the  relative 
time  occupied  byfhe  two  movements,  and  also  to  analyze  the  form 
of  the  movement.  The  tracings  obtained  from  the  woman  in  corset 
show  most  clearly  an  abnormal  resistance  to  inspiratory  action. 
Figs.  2  and  5  express  the  same  thing  in  a  different  manner. 

The  chronic  passive  congestion  which  results  from  this  interfer- 
ence with  the  pelvic  circulation  must  be  a  powerful  predisposing 
cause  of  uterine  and  ovarian  diseases.  Prof.  Gibbs,  of  Ann  Ar- 
bor, Mich.,  has  recently  advanced  the  view  that  chronic  congestion 
gives  rise  to  abnormal  cell-action,  and  is  thus  an  active  cause  in  the 
production  of  the  most  common  forms  of  ovarian  tumors. 

The  mechanical  injuries  resulting  from  the  wearing  of  garments 
which  constrict  the  waist  are  conspicuously  shown  in  the  change  in 
the  figure  which  this  mode  of  dress  produces.  I  have  had  made 
a  simple  apparatus,  by  which  it  is  possible  to  make  an  exact  profile 
of  the  body  in  an  upright  position  in  any  plane.  The  apparatus 
consists  of  the  following  parts  :  1.  A  frame  attached  to  a  close  back 
of  proper  width  and  height,  the  upright  bars  in  front  of  the  back  of 
the  apparatus  being  exactly  parallel  with  it.  2.  A  pencil-carrier 
which  is  arranged  to  move  upon  the  two  uprights  in  any  position 
in  a  plane  parallel  with  the  back,  by  which  means  the  pencil-carrier 
is  kept  at  exactly  right  angles  with  the  back.  In  preparing  the 
apparatus  for  use,  a  piece  of  strong  paper  of  proper  size  is  fastened 
up  on  the  back,  by  means  of  thumb-tacks.    The  patient  is  then 
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made  to  stand  with  the  back  against  the  paper,  with  the  heels,  hips, 
arid  shoulders  touching  the  paper,  and  the  hands  grasping  the  sides 


Apparatus  for  tracing  an  outline  of  the  body. 
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of  the  apparatus  to  secure  absolute  steadiness  during  the  tracing. 
The  patient  is  protected  in  the  meantime  by  a  sheet  attached  to  a 
cord  loosely  tied  about  the  neck.  The  patient  being  prepared,  the 
pencil-carrier  is  placed  in  position,  and  an  outline  of  the  figure 
rapidly  drawn.  Another  paper  being  placed  in  position,  the  side 
profile  is  taken  in  the  same  manner.  For  convenience  in  measure- 
ment and  to  facilitate  the  location  of  parts,  the  exact  size  and  posi- 
tion of  which  it  may  be  necessary  to  indicate  upon  the  outline,  a 
vernier  is  placed  upon  each  one  of  the  four  uprights  of  the  appa- 
ratus. By  means  of  a  levelling-rod  passed  through  the  centre  of 
the  pencil-carrier,  and  used  in  connection  with  the  vernier,  it  is 
possible  to  locate  and  represent  on  paper  exactly  the  position  of 
any  organ  of  the  body. 

I  have  made  with  this  apparatus  a  large  number  of  tracings  for 
the  purpose  of  studying  the  change  in  form  induced  by  constric- 
tion of  the  waist,  and  herewith  present  a  series  of  figures  which 
illustrate  in  a  graphic  manuer  the  changes  in  the  contour  of  the 
body  induced  by  the  common  mode  of  dress.  My  observations 
fully  confirm  the  careful  studies  made  by  Dr.  Dickinson,  of  Brook- 
lyn, by  means  of  photographs  and  shadow-tracings.  I  find  that 
in  women  who  have  wrorn  corsets  or  tight  bands,  the  outline  of  the 
figure  invariably  shows  either  a  flattening  or  a  furrow  at  or  just 
below  the  waist,  instead  of  the  convex  line  which  is  always  found 
in  a  healthy  woman  whose  figure  has  never  been  distorted  by  wear- 
ing unhealthful  clothing.  Distortion  of  the  figure  is  an  inevitable 
result  of  corset- wearing  or  of  wearing  heavy  skirts  sustained  only 
by  bands.  I  am  satisfied  that  greater  injury  is  done  by  bauds  or 
heavy  skirts  not  suspended  from  the  shoulders  than  by  the  corset, 
since  the  corset  distributes  the  pressure  over  a  considerable  surface, 
while  tight  bands  concentrate  the  pressure,  and  then  by  a  constant 
dragging  action  exercise  a  powerful  displacing  force  upon  the 
abdominal  and  pelvic  viscera. 

From  an  artistic  standpoint,  the  change  in  the  contour  of  the 
body  produced  by  corsets  or  tight  bands  certainly  presents  nothing 
attractive.  The  woman  who  artificially  modifies  her  figure  by 
compression  of  the  waist  so  as  to  couform  to  the  models  of  the 
fashionable  dressmaker,  in  so  doing  destroys  the  lines  of  beauty 
with  which  nature  has  designed  the  human  form  divine,  and  pro- 
duced a  change  in  the  figure  which  from  an.  artistic  standpoint  is 
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exceedingly  repulsive.  However  attractive  a  fashionable  woman 
may  consider  her  figure  to  be  in  full  dress,  in  full  undress  she  cau- 
not  avoid  being  made  unpleasantly  conscious  of  the  presence  of  a 
conspicuous  deformity  in  the  unnatural  protuberance  below  the 
waist,  which  rarely  results  from  any  other  cause  than  the  artificial 
constriction  of  corsets  or  tight  bands.  Men  who  sustain  the  panta- 
loons by  a  belt  tightly  drawn  about  the  waist,  and  men  of  seden- 
tary habits  who  neglect  the  development  of  the  muscles  of  the 
trunk,  sometimes  exhibit  the  same  deformity 

But  the  deformity  produced  by  the  constriction  of  the  waist  has 
a  significance  of  far  greater  importance  than  that  which  it  presents 
from  an  artistic  or  aesthetic  standpoint.  Dr.  Trastour,  an  eminent 
French  physician,  has  clearly  shown  that  what  he  terms  the  statique 
abdominale  has  an  important  relation  to  the  health  of  the  abdomi- 
nal viscera.  The  relations  of  the  several  organs  which  occupy  the 
abdominal  and  pelvic  cavities  are  such  that  any  considerable  change 
in  position  necessarily  results  in  disease.  The  stomach,  dragged 
out  of  place,  loses  its  natural  tone,  its  walls  become  relaxed,  dilata- 
tion results,  and  the  patient  suffers  from  all  the  distressing  symptoms 
of  gastric  neurasthenia.  The  constant  dragging  upon  the  liver  and 
the  right  kidney  occasions  the  displacement  of  these  organs,  espe- 
c'ally  of  the  kidney.  The  prolapse  of  the  organs  which  normally 
occupy  the  upper  part  of  the  abdominal  cavity  necessarily  compels 
the  displacement  of  the  orgaus  lying  next  beneath  them,  thus  lead- 
ing to  prolapse  of  the  intestines,  or  what  is  termed  by  Glenard  and 
other  French  writers  as  enteroptosis.  Prolapsed  intestines  become 
atonic  through  the  disturbance  of  the  portal  circulation,  and  not  in- 
frequently pseudo-stricture  of  the  large  intestine  is  occasioned  by  its 
abnormally  folding  upon  itself  through  the  depression  of  its  central 
portion,  which  is  more  easily  dragged  down  than  the  ascending  or 
descending  portion.  Obstruction  leads  to  fecal  accumulation  and 
dilatation.  Such  disturbances  of  the  relations  of  the  viscera  will 
be  found  in  a  large  proportion  of  woman  suffering  from  pelvic  dis- 
orders. Indeed,  one  may  say,  almost  without  reservation,  that  in 
a  case  in  which  there  is  disturbance  of  the  normal  relations  of  the 
pelvic  organs  there  will  be  found  considerable  disturbance  of  the 
relations  of  the  abdominal  viscera.  In  a  woman  who  presents  a 
prolapsed  or  retroverted  uterus  and  ovaries  there  will  almost  invari- 
ably be  found  prolapsus  of  the  bowels,  in  many  cases  a  dilated  or 
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prolapsed  stomach,  and  not  infrequently  a  movable  and  prolapsed 
right  kidney.  In  one  hundred  cases  of  pelvic  diseases,  taken 
without  selection  and  in  the  order  in  which  they  came  under  obser- 
vation, I  have  found  disturbances  of  the  normal  relations  of  the 
abdominal  viscera  in  ninety-four  cases.  The  stomach  aud  bowels 
were  prolapsed  in  all  of  these  cases.  There  was  dilatation  of  the 
stomach  in  more  than  half  the  cases.  The  right  kidney  was  dis 
tinctly  movable  and  fallen  below  its  normal  position  in  thirty 
cases.  In  twenty  cases  the  kidney  had  fallen  so  much  below  its 
normal  position  that  it  could  be  freely  moved  about.  In  three 
cases  both  kidneys  were  prolapsed.  In  four  cases  the  liver  was 
very  greatly  prolapsed;  and  in  three  of  the  cases  almost  the  entire 
organ  was  below  the  inferior  border  of  the  lower  ribs.  In  one 
case  the  spleen,  which  was  four  times  its  normal  size,  enjoyed  the 
freedom  of  the  entire  abdominal  cavity.  When  first  noticed,  it  was 
lying  between  the  uterus  and  the  bladder,  and  was  at  first  touch 
taken  to  be  a  fibroid  growth  connected  with  the  uterus. 

In  the  six  cases  in  which  there  was  no  disturbance  of  the  relative 
positions  of  the  abdominal  organs,  the  patients  were  unusually  well 
developed  muscularly,  and  the  pelvic  disease  was  distinctly  traceable 
to  other  than  mechanical  causes.  In  the  case  shown  in  Plate  VII., 
the  patient  was  suffering  from  retroversion  aud  chronic  ovarian 
disease,  as  the  result  of  an  inflammation  following  a  miscarriage. 

I  have  used  great  care  in  the  examination  of  these  cases,  to  deter- 
mine the  position  of  the  stomach,  not  only  by  clapolement,  but  also 
by  the  use  of  the  stethoscope  in  a  manner  which  gives  most  accu- 
rate information.  Placing  the  stethoscope  against  the  abdominal 
wall,  the  patient  is  made  to  swallow  water.  A  small  portion  of 
air  is  carried  down  with  the  water,  which  on  entering  the  stomach, 
gives  rise  to  metallic  sounds  similar  to  those  produced  by  water 
bubbling  in  a  jug  or  any  closed  cavity.  By  the  careful  use  of  the 
stethoscope  in  this  manner,  one  may  determine  the  limits  of  the 
stomach  with  very  great  precision.  So  far  as  I  know,  this  method 
of  examination  is  novel,  but  I  have  found  it  of  very  great  service 
in  this  line  of  study,  especially  in  cases  in  which  clapotement  can- 
not be  induced,  owing  to  the  rigidity  of  the  abdominal  walls. 

The  outlines  shown  in  Plates  II.  to  XI.  illustrate  very  clearly 
the  distorting  influence  of  the  corset  aud  tight  waistbands,  and  also 
the  relation  between  changes  in  the  normal  contour  of  the  abdomen 
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and  displacements  of  abdominal  and  pelvic  viscera.  The  explana- 
tions given  elsewhere  will  render  unnecessary  any  further  descrip- 
tion here. 

Mr.  Lockwood,  of  St.  Bartholomew's  Hospital,  London,  has 
shown  by  elaborate  post-mortem  study,  that  hernia  is  accompanied 
with  prolapse  of  the  mesentery  and  the  attached  bowel  to  the  ex- 
tent of  four  to  nine  inches.  Mr.  Lockwood,  in  a  public  address 
upon  the  subject,  called  attention  to  the  influence  of  tight  lacing 
in  producing  this  prolapse  in  women.  The  abnormal  position  of 
the  kidneys  and  stomach  present  in  a  large  proportion  of  cases  of 
pelvic  disease  is  undoubtedly  responsible  for  a  large  share  of  the 
symptoms  which  are  frequently  termed  reflex,  and  are  supposed  to 
be  primarily  due  to  abnormal  pelvic  conditions  ;  whereas  they  are 
only  a  partial  expression  of  the  group  of  morbid  conditions  in- 
volving the  entire  contents  of  the  abdomen  and  pelvis,  of  which 
the  pelvic  disorder  is  only  a  small  part.  I  am  certain  that  any 
gynecologist  who  has  never  given  this  subject  very  special  study 
would  be  astonished  at  the  revelations  which  six  months'  careful 
observations  of  the  conditions  of  the  abdominal  viscera  in  connec- 
tion with  cases  of  pelvic  diseases  will  briug  to  him.  It  is  my  uni- 
form custom  to  examine  carefully  the  position  and  condition  of  the 
kidneys,  liver,  stomach  and  bowels,  both  in  the  semi-prone  and 
the  standing  positions,  in  every  case  of  pelvic  disease.  I  have 
found  such  an  examination  of  the  highest  value  in  numerous  cases 
in  leading  to  a  correct  appreciation  of  the  morbid  conditions  pres- 
ent, and  consequently  to  a  proper  application  of  therapeutic  means. 

I  have  made  a  large  number  of  measurements  of  civilized  and 
uncivilized  women  for  the  purpose  of  determining  the  comparative 
relations  of  the  waist  measurements  to  the  height  and  other  pro- 
portions of  the  figure.  The  following  is  a  partial  summary  of  the 
results,  the  measurements  being  expressed  in  inches  : 


Percentage  of  waist 

Height. 

Waist. 

to  height. 

American  women 

01.64 

24.44 

39.6 

English  women  (brickmakers 

who  wear  heavy  skirt) 

60.4 

25 

41.3 

French  women 

61.6 

28 

45.4 

Telugu  women  of  India 

60.49 

24.65 

40.6 

Chinese  women  . 

57.85 

26.27 

45.4 

Yuma  women 

66.56 

36.84 

55.2 

Civilized  men — American  . 

67.96 

29.46 

43.3 
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The  averages  of  the  measurements  of  1100  young  women  between 
nineteen  and  twenty-one  years  of  age,  made  by  Dr.  M.  Anna 
Wood,  of  Wellesley  College,  were  for  height,  63  inches,  for  waist, 
24.6  inches,  making  the  percentage  of  waist  to  height  39,  instead 
of  39.6.  These  figures  are  probably  more  nearly  correct  than  my 
own  measurements,  as  they  represent  the  average  of  a  much  larger 
number. 

A  few  words  of  explanation  are  necessary  to  present  the  full 
significance  of  the  above  figures.  The  civilized  American  corset- 
wearing  woman  has  the  smallest  waist  of  any  of  the  classes  exam- 
ined. The  next  in  order  is  the  Telugu  woman,  who  suspends  her 
clothing  by  a  cord  tied  tightly  about  the  waist.  Miss  Dr.  E.  J. 
Cummings,  of  Ramapatam,  India,  who  kindly  made  for  me  the 
measurements  from  which  the  above  figures  relating  to  Telugu 
women  are  deduced,  tells  me  that  it  is  customary  with  these  women 
to  draw  the  cord  which  suspends  their  clothing  as  tightly  as  possi- 
ble, yet  the  amount  of  harm  done  thereby  does  not  seem  to  equal 
the  mischief  accomplished  by  the  American  corset.  The  women 
brick  makers  of  England,  who  come  next  in  the  scale  of  waists, 
doubtless  diminish  the  size  of  their  waists  and  produce  consid- 
erable distortion  of  their  figures  through  wearing  many  heavy 
skirts  suspended  by  bands  drawn  rather  tightly  about  the  waist. 
Civilized  men,  next  in  the  scale,  have  a  much  larger  waist  than 
civilized  women,  yet  do  not  equal  in  waist  measure  women  who 
have  had  an  opportunity  to  develop  naturally.  The  measurements 
which  I  have  made  of  savage  men  and  women  of  the  same  tribe 
convince  ma  that  women  naturally  have  larger  waists,  in  propor- 
tion to  their  height,  than  do  men.  The  liver  and  other  viscera  of 
the  abdomen  are  larger  in  a  woman,  in  proportion  to  height,  than 
in  a  man,  and  hence  require  more  room.  French  peasant  girls,  who 
are  the  principal  recruits  for  the  maisons  cThonte  of  Paris,  from 
their  out-of-door  life  acquire  fine  figures,  which,  at  least  in  the 
early  years  of  their  life  in  Paris,  are  not  much  restricted  by 
clothing,  hence  they  have  as  good  waists  in  proportion  to  their 
height  as  have  Chinese  women,  whose  loose  garments  atford  ample 
room  for  natural  development  of  the  figure.  But  the  Yuma  In- 
dian woman  has  a  waist  which  seems  almost  disproportionately 
large,  but  which  is  doubtless  the  result  of  her  active  out-of-door 
life,  free  from  other  restraint  than  a  little  bark  apron  before  and 
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behind,  and  even  this  restriction  is  lacking  before  she  has  attained 
the  age  of  fourteen  or  fifteen  years,  so  that  she  enjoys  absolute 
freedom  from  restrictions  of  any  sort  during  the  years  when  the 
civilized  girl  is  already  beginning  the  process  of  fashion -torture 
which  deforms  herjbody  and  destroys  its  natural  grace  and  beauty, 
and  renders  her  the  feeblest  and  most  diseased  of  all  human 
beings. 

A  study  of  the  figures  shown  in  Plates  XI.,  XII.,  XIII.,  and 
XIV.,  in  connection  with  the  explanation  of  the  plates,  will  readily 
show  the  important  relation  which  exists  between  bodily  poise  and 
the  position  of  the  abdominal  pelvic  viscera.  When  a  person 
stands  in  the  correct  position  shown  in  Fig.  1,  Plate  XII.,  the 
abdominal  muscles  are  tense,  and  support  the  abdominal  viscera 
in  their  proper  positions.  When  a  person  falls  into  the  positions 
shown  in  Fig.  2,  Plate  IV.,  Fig.  2,  Plate  XIII.,  and  Figs.  1  and 
2,  Plate  XIV.,  the  whole  chest  cavity  is  diminished  in  size  in 
consequence  of  the  sinking  of  the  anterior  wall  of  the  chest,  and 
as  a  necessary  result,  the  liver,  stomach,  and  other  viscera  which  lie 
just  beneath  the  diaphragm  and  above  a  line  connecting  the  lower 
points  of  the  chest,  are  crowded  down  into  the  abdominal  cavity, 
causing  bulging  of  the  abdominal  wall.  This  prolapsed  condition 
of  the  abdominal  viscera,  as  the  result  of  bad  positions  in  standing 
and  sitting,  is,  I  am  satisfied,  a  very  prevalent  condition  in  both 
men  and  women,  but  much  more  common  in  women  than  in  men. 
It  is  due,  primarily,  to  the  weakness  of  the  muscles  of  the  waist, 
which  renders  an  erect  and  correct  poise  difficult  or  impossible. 
This  weakness  may  be  the  result  either  of  neglect  to  develop  the 
muscles  of  the  trunk  by  proper  physical  exercise,  or  of  improper 
dress.  Both  of  these  factors  combine  in  the  case  of  civilized 
women  to  produce  a  condition  of  great  weakness  in  the  muscles  of 
the  middle  portion  of  the  body.  This  is  the  reason  why  the 
woman  who  has  been  accustomed  to  wearing  a  corset  declares, 
when  she  leaves  it  off,  that  she  "  feels  as  if  she  will  fall  into  pieces." 
Muscles  which  are  not  brought  into  constant  and  vigorous  action 
nesessarily  deteriorate.  This  deterioration  may  result  from  the 
restricting  influence  of  tight  waistbands  supporting  heavy  skirts,  as 
well  as  from  the  use  of  the  corset  ;  and  I  am  inclined  to  think  that 
of  the  two  evils,  the  corset  is  the  less.  Bands  supporting  heavy 
skirts  will  necessarily  be  tight.    Even  though  they  may  be  loose 
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enough  when  drawn  up  about  the  waist,  they  are  dragged  down  to 
a  point  where  they  become  tight ;  otherwise  they  would  not  support 
the  garments  to  which  they  are  attached. 

I  am  strongly  inclined  to  the  belief  that  the  rocking-chair,  an 
article  of  furniture  which  is  found  only  in  America,  is  perhaps  in 
some  respects  the  cause  for  the  weak  waists  and  bad  poise  of  the 
American  woman.  In  sitting  in  the  rocking-chair,  the  muscles  of 
the  trunk  are  entirely  relaxed.  The  anterior  curve  of  the  spine  is 
likely  to  be  in  a  large  measure  destroyed  by  the  relaxed  condition 
of  the  body,  and  when  this  posture  is  long  maintained,  it  may 
become  habitual  through  thinning  of  the  anterior  portion  of  the 
intervertebral  cartilages.  It  must  be  held,  however,  that  the  chief 
cause  in  destroying  the  curves  of  the  trunk  which  are  essential  to  a 
correct  poise,  is  the  corset,  as  will  be  seen  by  referring  to  Fig.  2, 
Plate  III.;  Figs.  1  and  3,  Plate  IV.;  and  Fig.  2,  Plate  VII. 
The  effect  of  the  corset  is  to  straighten  the  spine,  destroying  its 
curves  by  compression  of  the  waist.  In  the  treatment  of  gyneco- 
logical cases,  I  find  the  cultivation  of  a  correct  poise  through  the 
practice  of  Swedish  gymnastics  and  Delsarte  exercise  to  be  one  of 
the  most  efficient  aids  in  restoring  prolapsed  pelvic  organs  to  their 
normal  position  in  curable  cases,  in  ameliorating  the  symptoms  of 
cases  which  are  incurable,  and  in  relieving,  in  the  most  marked 
manner,  pelvic  pains,  congestions,  headaches,  backaches,  etc. 

(4)  Properly-graduated  exercise,  with  such  an  adjustment  of  the 
clothing  as  will  afford  opportunity  for  free  and  unrestricted  move- 
ments of  every  group  of  muscles  in  the  body,  is  a  most  important  thera- 
peutic means  in  the  management  of  a  large  class  of  pelvic  disorders. 
It  has  been  necessary  to  devote  a  considerable  portion  of  this  paper 
to  considerations  which  indicate  the  necessity  for  the  employment 
of  exercise  as  a  therapeutic  means  in  the  treatment  of  pelvic  dis- 
orders, in  order  to  prepare  a  ratioual  basis  for  the  employment  of 
an  agent  which  is  powerful  for  mischief  as  well  as  for  good,  and  to 
make  clear  the  indications  for  its  use.  For  fifteen  years  I  have 
made  constant  use  of  a  gymnasium  in  the  treatment  of  diseases  of 
women.  I  have  employed  the  methods  which  I  suggest  in  whole 
or  in  part,  in  more  than  eight  thousand  cases,  carefully  noticing  the 
results  and  modifying  the  methods  employed  from  time  to  time  as 
experience  has  seemed  to  dictate.  In  beginning  work  in  this  line, 
the  first  obstacle  which  I  encountered  was  a  lack  of  means  of 
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knowing  the  exact  condition  of  the  patient  as  regards  muscular 
ability,  rendering  it  impossible  to  make  a  prescription  for  exercise 
with  a  degree  of  precision  which  is  necessary  to  secure  tangible 
results,  and  at  the  same  time  avoid  doing  harm.  To  tell  a  patient 
to  go  and  exercise  or  to  visit  a  gymnasium,  is  as  unscientific  a 
mode  of  prescribing  exercise,  as  to  tell  her  to  eat,  without  men- 
tioning anything  about  the  quality  or  quantity  of  the  food  to  be 
taken,  or  to  instruct  her  to  visit  a  drug-store  and  take  medicine, 
without  giving  her  specific  directions  as  to  the  kind  of  medicine 
to  be  taken  or  the  dose  that  is  desired.  Yet  this  absurd  method  is 
the  one  quite  too  generally  employed  by  physicians  when  exercise 
happens  to  be  given  consideration  at  all. 

To  overcome  the  obstacle  referred  to,  I  sought  for  an  instrument 
by  which  to  test  the  strength  of  the  principal  groups  of  muscles  of 
the  body  in  an  accurate  manner.  I  purchased  every  form  of 
dynamometer  made.  I  found  nothing  capable  of  other  than  a  very 
limited  application.  Some  experiments  in  hydrostatics  suggested 
the  principle  of  an  instrument  which  I  afterward  had  constructed, 
and  have  named  the  Universal  Dynamometer,  shown  in  the  accom- 
panying cut.  It  consists  of  a  closed  cistern,  partially  filled  with 
mercury,  with  which  are  connected  a  flexible  tube  and  bulb,  which, 
together  with  the  portion  of  the  cistern  above  the  mercury,  are 
filled  with  water.  A  tube  seven  to  ten  feet  in  length  enters  the 
cistern  through  a  tight  packing  and  passes  through  the  mercury  to 
the  bottom  of  the  cistern.  By  compression  of  the  rubber  bulb, 
water  is  driven  into  the  cistern  and  displaces  the  mercury.  As  the 
mercury  rises  in  the  glass  tube,  a  scale  placed  behind  the  tube 
indicates  at  once  the  height  in  inches  or  centimetres,  and  thus  the 
amount  of  force  expended  is  accurately  determined.  Each  inch  of 
mercury  represents  about  half  a  pound  pressure  per  inch.  A  small 
tank  filled  with  water  and  elevated  beside  the  glass  tube  is  also  con- 
nected with  the  cistern  and  serves  as  a  means  for  displacing  with 
water  any  small  quantity  of  air  which  may  happen  to  be  drawn 
into  the  cistern  aud  which  would  be  a  serious  source  of  error. 
The  tube  connecting  the  tank  with  the  cistern  is  of  course  kept 
closed  during  the  use  of  the  instrument. 

By  means  of  accessory  appliances,  this  instrument  can  be  made 
to  indicate  in  inches  of  mercury  the  strength  of  all  the  principal 
groups  of  muscles  in  the  body.    I  present  herewith  (Plate  XVI.), 
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muscles  while  under  training,  the  two  measurements  being  made 
after  an  interval  of  several  months.  By  means  of  an  examination  of 
this  sort,  which  can  be  made  in  thirty  or  forty  minutes  by  a  properly 
instructed  assistant,  the  condition  of  the  patient's  muscular  system 
can  be  accurately  determined,  and  the  kind  and  amount  of  exercise 
as  accurately  adapted  to  the  conditions  present  as  one  can  adapt  his 
doses  of  medicine  to  the  indications  of  the  thermometer  or  the  pulse. 
It  enables  one,  in  fact,  to  place  his  prescriptions  for  exercise  upon  a 
thoroughly  scientific  basis.  I  am  informed  that  Dr.  Seaver,  of  the 
Yale  Gymnasium,  and  several  other  leading  teachers  of  physical 
culture,  have  adopted  this  apparatus  as  a  means  of  measuring  the 
strength.  With  various  modifications  the  instrument  can  be 
utilized  in  making  a  variety  of  physiological  measurements. 

On  beginning  a  course  of  exercises,  the  first  thing  requisite  on 
the  part  of  the  patient  is  a  suitable  dress.  The  ordinary  fashion- 
able dress  is  absolutely  unfit  for  this  purpose.  Indeed,  it  is 
dangerous  for  a  woman  to  uudertake  gymnastic  exercise  or  any 
considerable  degree  of  exercise  of  any  sort  in  a  dress  which  con- 
stricts the  waist.  When  the  abdominal  organs  are  forced  down  by 
waist  constriction,  any  exercise  which  brings  into  powerful  action 
the  diaphragm  or  abdominal  muscles,  has  the  effect  to  force  the 
depressed  organs  still  further  downward,  and  thus  the  mischief  pro- 
duced by  improper  dress  is  greatly  aggravated.  No  constriction 
about  the  waist  whatever  should  be  allowed.  Even  a  gymnastic 
dress  is  sometimes  made  harmful  by  the  tightness  of  bands.  My 
instruction  to  ladies  for  the  fitting  of  a  dress  at  the  waist  is  to  have 
the  measurements  taken  during  a  deep  abdominal  inspiration,  and 
then  add  two  or  three  inches  so  as  to  allow  room  for  development. 

At  first,  the  exercises  employed  must  be  very  light,  barely 
enough  to  produce  gentle  fatigue.  Some  soreness  of  the  muscles 
will  always  be  experienced  if  the  amount  of  exercise  taken  is  suffi- 
cient to  accomplish  any  good.  The  soreness  and  stiffness  of  the 
muscles  which  patients  experience  on  first  using  efficiently  muscles 
which  have  been  for  a  considerable  time  disused,  are  not  an  indica- 
tion that  the  patient  has  overdone,  as  is  generally  supposed,  but  is 
the  first  stage  of  the  nutritive  process  by  which  the  muscles  are  made 
stronger  and  better  able  to  endure  exercise.  Even  a  trained  gym- 
nast, after  six  weeks'  idleness,  experiences  the  same  muscular  sore- 
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ness  for  the  first  few  days  after  resuming  his  accustomed  exercise. 
It  is  important  that  this  point  should  be  thoroughly  understood  and 
explained  to  the  patient.  A  nervous  woman  who  finds  her  limbs 
and  back  sore  and  painful  after  a  first  attempt  at  exercise,  is  cer- 
tain to  imagine  that  the  exercise  has  done  her  great  harm.  Patients 
have  often  declared  to  me,  under  such  circumstances,  that  they 
feared  they  were  ruined  for  life,  and  were  quite  horrified  when 
instructed  that  they  should  proceed  the  next  day  to  a  repetition  of 
the  same  exercise.  This,  however,  is  the  only  proper  plan.  If  a 
patient  rests  until  the  soreness  has  entirely  disappeared,  it  will 
reappear  when  the  exercise  is  again  attempted  ;  whereas,  if  the  exer- 
cise is  continued  with  at  least  not  more  than  a  day  or  two  of  rest, 
the  soreness  will  disappear  in  a  few  days,  aud  will  not  return.  It 
is  of  course  necessary,  in  some  cases,  to  lighten  the  exercise  some- 
what while  the  muscular  soreness  remains,  gradually  increasing  its 
vigor  till  the  full  prescription  can  be  taken  without  inducing  any 
considerable  degree  of  lameness  or  exhaustion.  In  order  that  the 
patient  shall  receive  real  benefit  from  exercise,  it  is  necessary  that 
the  muscles  shall  be  employed  sufficiently  to  induce  moderate 
fatigue.  Xature  will  not  undertake  to  make  larger  and  stronger 
muscles,  unless  a  demand  is  created  by  the  full  use  of  the  muscular 
capacity  already  possessed. 

The  exercises  which  I  have  employed  are,  in  general,  light  calis- 
thenics, consisting  of  free  hand  and  body  movements,  and  the  use 
of  wooden  dumb-bells,  Indian  clubs,  wands,  chest  weights,  and 
various  gymnasium  apparatus  for  bringing  into  play  special  groups 
of  muscles  of  the  arms,  trunk,  and  limbs,  walking  exercises,  breath- 
ing exercises,  Swedish  gymnastics,  aud  Delsarte.  I  employ  exer- 
cises with  iron  dumb-bells  of  light  weight,  and  light  exercises  with 
a  trapeze,  swinging  rings  and  horizontal  bars,  in  suitable  cases. 
The  weight  of  bells  and  clubs  and  the  exact  measure  of  weight  to 
be  used  in  exercise  with  chest  weights  or  other  apparatus  are  indi- 
cated for  each  patient,  as  well  as  the  time  or  number  of  strokes  in 
the  employment  of  rowing  machines  and  similar  apparatus.  The 
employment  of  various  apparatus  and  different  forms  of  exercise 
is  important,  as  it  not  only  encourages  patients  to  take  a  larger 
amount  |of  exercise  than  they  otherwise  would  do,  but  enables 
them  to  do  so  without  injury,  by  bringing  into  play  different 
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groups  of  muscles  or  different  combinations  of  muscular  groups, 
and  so  preventing  fatigue  before  a  full  dose  of  exercise  has  been 
taken. 

The  purpose  of  the  general  exercises  referred  to  is  to  improve 
the  muscular  condition  of  the  patient  in  general.  Special  attention 
is  of  course  given  in  the  adjustment  of  exercises  to  the  patient,  to 
the  development  of  specially  weak  points ;  but  in  addition  to  the 
exercises  named,  a  large  number  of  special  exercises  are  employed 
which  have  particular  reference  to  the  development  of  the  muscles 
of  the  trunk,  which  are  always  found  disproportionately  weak  in  a 
woman  who  has  been  accustomed  to  wear  the  ordinary  form  of 
dress. 

For  this  purpose  I  find  particularly  valuable  such  exercises  as 
lying  upon  the  back  and  raising  the  legs  from  horizontal  to  perpen- 
dicular in  alternation.  Fixing  the  legs  and  resting  the  body  sup- 
ported upon  an  incline  adjusted  at  an  angle  suited  to  the  patient  is 
another  special  exercise  of  value.  Resting  in  a  horizontal  position, 
face  downward,  sustaining  the  weight  upon  the  elbows  and  toes 
with  the  body  held  rigid  and  free  from  the  supporting  surface  is  an 
excellent  exercise  to  develop  the  muscles  of  the  back  and  abdomeu. 
This  exercise  may  be  varied  by  alternately  raising  and  lowering 
the  body,  resting  a  few  seconds  in  each  position.  Drawing  the 
body  up  in  a  prone  position  to  an  angle  of  forty-five  degrees,  by 
means  of  the  toes  catching  the  rounds  of  a  ladder,  is  an  exercise  of 
great  value  for  patients  who  are  able  to  take  it.  It  not  only 
strengthens  the  muscles  of  the  trunk,  but  at  the  same  time  empties 
the  portal  veins.  A  breathing  exercise  which  I  have  found  of 
great  value  is  the  following:  Placing  herself  in  the  geuu-pectoral 
position  the  patient  takes  a  deep  abdominal  breath,  then  expels  the 
breath  by  contracting  the  abdominal  muscles  forcibly,  at  the  same 
time  drawing  up  as  strongly  as  possible  the  muscles  of  the  pelvic 
floor.  By  this  means  the  round  ligaments  as  well  as  the  abdominal 
and  perineal  muscles  are  vigorously  exercised,  if  they  have  not 
undergone  complete  degeneration. 

The  passive  and  active-passive  exercises  of  the  Ling  system  of 
manual  Swedish  movements  are  also  of  great  value  in  these  cases, 
as  I  can  testify  after  having  employed  this  system  for  nearly  sixteen 
years.  I  visited  Stockholm  for  the  purpose  of  placing  myself 
under  the  tuition  of  Prof.  Hartelius,  the  head  of  the  Government 
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School  tliore,  iu  order  that  I  might  become  practically  familiar  with 
the  Swedish  movements  and  Swedish  gymnastics.  I  consider  these 
systems  of  active  and  passive  exercise  indispensable  in  the  manage- 
ment of  these  cases.  My  patients  are  daily  exercised,  in  classes, 
by  a  person  trained  for  the  purpose  ;  and  I  am  sure  there  is  nothing 
I  prescribe  or  do  for  them  which  is  more  appreciated  than  are 
these  exercises.  Of  great  value  also  are  manipulations  of  the 
bowels,  especially  directed  to  the  restoration  of  prolapsed  viscera  to 
their  normal  position. 

By  massage,  the  dilated  and  atonic  stomach,  and  the  impacted 
and  obstructed  bowels  may  be  assisted  to  get  rid  of  their  contents. 
The  circulation  is  accelerated,  prolapsed  bowels,  kidneys,  liver,  and 
spleen  may  be  restored  to  position,  and  thus  by  making  room  above, 
the  prolapsed  organs  of  the  pelvis  are  encouraged  to  resume  their 
normal  positions.  I  have  constantly  seen  most  excellent  results 
from  the  employment  of  abdominal  and  pelvic  massage  in  conjunc- 
tion with  general  and  special  gymnastic  exercises,  and  various 
forms  of  active  and  active-passive  Swedish  movements. 

The  good  results  of  exercise  are  well  shown  by  the  following 
figures,  which  represent  the  gain  in  strength  of  the  arms,  legs,  trunk, 
and  respiratory  organs  respectively,  as  the  result  of  physical  train- 
ing of  the  sort  referred  to.  In  one  hundred  women  the  average 
gain  in  two  months  was  as  follows: 

Arms   16.2  per  cent. 

Legs   28.4  " 

Trunk        .      .      .  '   .      .      .      .  28.1  " 

Respiratory  organs   28.6  " 

The  average  gain  for  four  mouths  was  as  follows  : 

Arms   51    per  cent.  . 

Legs   55.9  " 

Trunk   54.9  " 

Respiratory  organs   46.6  " 

The  disproportionately  greater  gain  shown  in  the  longer  period 
clearly  demonstrates  the  importance  of  time  as  a  factor  in  a  system 
of  treatment  of  this  sort.  There  must  be  opportunity  for  the 
muscles  to  grow.  The  development  of  a  muscle  as  well  as  the 
growth  of  a  plant  requires  time.  The  great  advantage  of  exer- 
cise in  this  class  of  cases  is  best  appreciated  by  the  study  of  indi- 
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vidual  cases.  For  example,  I  have  frequently  seen  the  aggregate 
strength  of  arms,  legs,  trunk,  and  respiratory  organs  increased 
by  three  months'  exercise,  more  than  two  hundred  per  cent.,  and 
I  have  many  cases  ou  record  showing  an  increase  of  more  than  four 
hundred  per  cent.  In  one  instance  the  percentage  of  increase  was 
nearly  five  hundred.  A  consideration  of  the  ratio  of  increase  in 
the  development  of  the  principal  muscle-groups  would  be  inter- 
esting and  perhaps  profitable,  but  it  would  be  beyond  the  scope 
of  this  paper,  and  I  have  reserved  a  more  extended  study  of  this 
subject  for  another  paper. 

It  is,  of  course,  essential  in  carrying  out  a  system  of  treatment 
of  this  kind  that  one  should  have  at  command  thoroughly-trained 
assistants  who  can  execute,  or  assist  the  patient  to  execute,  a  pre- 
scription for  exercise  as  accurately  as  an  experienced  pharmacist 
can  prepare  a  medical  prescription.  I  am  sure,  however,  as  must 
be  conceded  by  any  one  who  has  given  the  matter  careful  thought, 
or  at  least  by  one  who  has  observed  the  results  of  methodical  treat- 
ment of  this  sort,  that  a  rational  treatment  of  pelvic  diseases  in 
women  must  include  systematic  exercises  such  as  those  which  have 
been  briefly  outlined.  By  means  of  such  exercises  the  abdomi- 
nal muscles  are  strengthened  so  that  they  are  able  to  hold  the 
abdominal  viscera  in  their  proper  place.  The  weakened  respiratory 
muscles  are  developed  and  the  artificial  mode  of  breathing  corrected, 
so  that  the  respiratory  process  renders  to  the  abdominal  and  the 
pelvic  circulation  the  natural  and  needed  assistance,  thus  relieving 
pelvic  congestions.  I  have  often  been  astonished  at  the  rapidity 
with  which  pelvic  congestions,  ovarian  and  uterine  irritability,  and 
hyperesthesias,  and  cervical  and  vaginal  catarrhs  disappear  under 
the  influence  of  normal  respiration  and  increased  strength  of  the 
abdominal  muscles.  General  nervous  irritability,  spinal  hyperes- 
thesia, and  general  debility  quickly  yield  in  the  majority  of  cases 
to  a  judicious  system  of  exercise  combined  with  other  rational 
measures,  although  previously  refractory  to  the  most  carefully- 
prepared  medical  prescriptions,  rest-cure,  and  various  plans  of  man- 
agement. 

It  is,  of  course,  necessary  to  select  carefully  cases  to  be  subjected 
to  this  kind  of  treatment,  and  to  begin  the  treatment  in  a  most 
judicious  manner.  Cases  of  pyosalpinx,  or  active  ovaritis,  or 
salpingo-ovaritis,  or  any  condition  of  the  pelvic  oi'gans  in  which 
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there  is  an  active  inflammatory  process  going  on,  as  indicated  by 
local  pain,  heat,  tenderness,  throbbing  and  a  general  rise  of  tempera- 
ture, are  of  course  not  fit  subjects  for  treatment  by  exercise.  Con- 
firmatory of  the  good  results  of  the  methods  of  treatment  outlined  in 
conjunction  with  the  usual  methods  of  treatment  employed  by  special- 
ists, such  as  local  applications  by  means  of  pledgets,  the  judicious 
use  of  pessaries,  internal  and  external  applications  of  faradism  and 
galvanism,  etc.,  I  append  to  this  paper  a  brief  report  of  a  few  cases. 
It  ought  to  be  stated  that  each  one  of  the  cases  reported  had  been 
treated  for  a  long  time  before  coming  under  my  care,  by  excellent 
physicians,  and  had  been  under  judicious  management — the  one 
thing  lacking,  however,  being  the  removal  of  causes  by  the  develop- 
ment of  specially  weak  muscles,  and  restoration  of  normal  tone  to 
the  general  muscular  system.  I  know  of  no  means  by  which  the 
general  nervous  irritability  and  pelvic  pains  and  congestions  of 
various  sorts,  experienced  by  so  many  invalid  women,  can  be  so 
certainly  and  permanently  removed  as  by  active  and  passive  exer- 
cises judiciously  administered. 

Case  I. — Miss  S.,  of  New  Hampshire,  aged  twenty-two  years,  a  frail 
girl  who  had  broken  down  in  school  with  a  complication  of  various  ailments. 
Extreme  hyperesthesia,  irresistible  lassitude,  inability  to  engage  in  study 
or  any  other  useful  employment.  Very  sickly  in  appearance.  The  local 
conditions  found  were  anteflexion  with  retrocession  of  the  uterus,  and 
extreme  tenderness  of  both  ovaries.  At  the  end  of  four  months  the  patient 
returned  to  her  home  in  sound  health,  no  objective  symptoms  of  local 
trouble,  uterus  in  normal  position,  ovaries  not  tender,  and  good  digestion. 

Case  II. — Miss  K.,  of  Missouri,  aged  twenty-one  years,  a  student,  suffered 
constant  backache  and  very  nervous.  On  examination,  found  tenderness  of 
the  spine,  retroversion  of  the  uterus,  prolapse  and  tenderness  of  the  ovaries, 
and  the  usual  condition  of  prolapse  of  stomach  and  bowels.  After  several 
months'  treatment,  during  which  time  the  patient  continued  her  studies, 
her  health  was  so  greatly  improved  that  she  became  a  nurse,  and  has  since 
been  able  to  work  bard  with  almost  no  interruption  for  two  or  three  years, 
often  giving  massage  or  Swedish  movements  for  several  hours  continuously. 
The  patient  furnished  the  outline  shown  in  Fig.  2  Plate  II.,  and  Fig.  1, 
Plate  III.,  a  few  months  ago,  and  is  able  to  expand  her  waist  six  inches  in 
taking  a  deep  inspiration.  Since  adopting  a  healthful  mode  of  dress,  and 
engaging  in  physical  exercise,  the  patient's  waist  has  increased  four  inches, 
a  gain  of  which  she  feels  extremely  j)roud. 

Case  III. — Miss  C,  of  Ohio,  aged  sixteen  years,  a  frail  girl,  had  broken 
down  in  school,  the  result,  as  was  supposed,  of  excessive  mental  work. 
Suffered  greatly  at  the  menstrual  periods,  was  emaciated,  scarcely  able  to 
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walk  about,  and  wholly  miserable.  Uterus  anteflexed  and  low  in  the  pelvis, 
ovaries  twice  normal  size,  extremely  tender,  and  prolapsed  almost  as  low  as 
possible.  After  five  months'  treatment  and  physical  training,  the  patient 
returned  to  her  home  with  the  local  conditions  greatly  improved,  the  uterus 
higher  up  in  the  pelvis,  the  ovaries  diminished  in  size  and  nearer  their 
normal  position,  nervousness  gone,  figure  erect,  patient  apparently  in  the 
enjoyment  of  excellent  health  and  exuberant  spirits,  and  able  to  walk 
several  miles  without  fatigue. 

Case  IV. — Miss  T.,  of  Iowa,  aged  twenty-two  years,  suffered  constant  dis- 
tress in  head,  mind  confused,  no  interest  in  life,  lassitude,  backache,  and  dys- 
menorrhea. On  examination,  found  uterus  low  in  pelvis;  ovaries  tender. 
Patient  had  worn  a  corset  since  fifteen  years  of  age.  Waist  measure,  23.5 
inches;  waist  expansion,  with  clothing  loosened,  1.3  inches.  Stomach  and 
bowels  were  prolapsed.  At  the  end  of  two  mouths  the  patient's  total 
strength  had  increased  from  832  pounds  to  1G00  pounds  (each  half  inch  of 
the  column  of  mercury  being  reckoned  as  a  pound).  The  waist  had  in- 
creased in  size  one  and  one-half  inches.  After  a  few  months'  treatment  the 
patient's  health  was  so  greatly  improved  that  she  was  able  to  enter  our 
Training-School  for  Nurses,  and  has  done  regular  and  efficient  work  as  a 
nurse  to  the  present  time.  She  is  now  enjoying  excellent  health.  Her  total 
strength  at  the  present  time  is  3031  pounds.  Her  waist  measure  has  in- 
creased to  25  inches,  and  the  capacity  of  the  lungs,  as  shown  by  the  spi- 
rometer, is  190  cubic  inches,  a  gain  of  10  cubic  inches.  The  gain  made 
by  this  patient  in  the  several  parts  of  the  body  is  very  instructive,  espe- 
cially when  considered  with  special  reference  to  the  outlines  shown  in 
Plate  XII.,  Figs.  1  and  2,  which  clearly  represent  the  great  and  favorable 
change  made  in  the  figure  of  this  patient  as  the  result  of  careful  physical 
training.  By  comparing  the  two  outlines  the  weakness  of  the  trunk  muscles 
before  treatment,  as  shown  on  Fig.  1,  is  very  apparent.  It  is  this  that  allows 
the  chest  to  fall,  and  the  abdominal  viscera  to  drop  into  the  lower  part  of 
the  abdomen.  The  gain  in  total  strength  of  the  several  sections  of  the  body 
was  as  follows  :  Arms,  257  to  855  pounds  ;  legs,  251  to  1058  pounds ;  trunk, 
161  to  712  pounds  ;  respiration,  164  to  406  pounds.  Reduced  to  percentages, 
we  have  the  following :  Arms,  70  per  cent. ;  legs,  76  per  cent. ;  trunk,  77 
per  cent.,  and  respiration,  60  per  cent.  This  patient  had  not  worn  her 
corset  as  tight  as  corsets  are  usually  worn,  but  the  waist  constriction  had 
been  sufficient  to  prevent  proper  development  of  the  muscles  of  the  trunk 
and  consequent  displacement  of  the  abdominal  and  pelvic  viscera.  The 
percentages  of  gain  given  above  show  at  a  glance  that  the  greatest  improve- 
ment had  been  made  in  the  trunk-muscles,  which  is  found  to  be  generally 
the  case  in  women,  weakness  of  these  muscles  being,  as  I  have  endeavored 
to  show  in  an  earlier  portion  of  this  paper,  the  fundamental  cause  of  a  con- 
siderable portion  of  the  maladies  peculiar  to  the  sex. 

Case  V. — Miss  K.,  of  Iowa,  aged  twenty-eight  years,  had  been  miserable 
for  several  years.  Pain  at  menstrual  periods,  constant  headache,  extreme 
nervousness,  and  general  symptoms  of  neurasthenia.    Stomach  dilated  and 
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prolapsed,  bowels  prolapsed,  tongue  very  foul,  right  kidney  movable,  pro- 
lapsed, and  tender.  Uterus  anteverted,  left  ovary  tender  and  prolapsed,  and 
great  vascular  excitement  in  all  the  pelvic  organs.  After  three  months,  the 
patient  returned  to  her  home  in  perfect  health,  ovaries  in  normal  position 
not  tender,  stomach  diminished  iu  size  and  higher  up  in  the  abdomen 
tongue  clean,  kidney  higher  up  and  less  tender.  Patient  able  to  work  hard 
all  day  in  ordinary  household  employments  without  injury.  Figs.  1  and  2, 
Plate  XV.,  illustrate  the  change  which  occurred  in  this  patient's  figure  as 
the  result  of  treatment.  Her  total  strength  had  increased  in  four  months 
from  1004  pounds  to  2647  pounds.  The  waist  measure  had  increased  two 
and  one-half  inches,  and  the  total  strength  of  the  respiratory  muscles  from 
202  pounds  to  278  pounds. 

Case  VI. — Miss  A.,  of  Burmah,  aged  forty-five  years,  had  been  a  com- 
plete invalid  for  the  past  year.  Been  obliged  to  return  home  on  account  of 
a  complication  of  ailments,  prominent  among  which  were  local  troubles  of 
long  standing,  retroflexion,  ovarian  tenderness  and  prolapse,  profuse  men- 
strual flow,  backache,  etc.  After  several  months'  treatment  the  patient  was 
able  to  return  to  her  work,  and  reports  herself  continuing  in  excellent  health. 
Her  total  strength  was  increased  from  886  pounds  to  1540  pounds. 

Case  VII. — Miss  T.,  of  Illinois,  aged  twenty-five  years.  Patient  had 
suffered  from  weaknesses  peculiar  to  her  sex  for  many  years ;  had  painful 
menstruation,  constant  backache,  extremely  nervous,  distress  after  eating, 
inactive  bowels,  great  bladder  irritability,  and  loss  of  control  of  bladder. 
On  examination,  found  prolapse  of  the  stomach  and  bowels,  retroversion  of 
the  uterus,  ovaries  tender  and  prolapsed,  and  catarrh  of  the  cervix  and 
vagina.  Patient  had  worn  corsets  and  heavy  skirts  since  a  girl.  After  three 
months'  treatment  and  training  the  patient  was  able  to  return  home  greatly 
improved  iu  health.  The  total  strength  was  increased  from  920  pounds  to 
1592  pounds,  lung  strength  from  100  pounds  to  160  pounds,  and  lung 
capacity  from  148  to  167  cubic  inches. 

Case  VIII. — Miss  McK.,  of  Michigan,  aged  thirty-one  years,  had  never 
been  strong ;  had  not  worn  corsets,  but  tight  waistbands  and  heavy  skirts. 
Never  had  an  opportunity  for  physical  development.  Suffered  much  from 
nervousness,  facial  neuralgia,  general  weakness,  too  frequent,  profuse  and 
painful  menstruation.  On  local  examination,  found  patient  troubled  with 
hyperesthesia  of  the  spine,  sensitive  ovaries,  uterus  anteflexed  and  low 
in  the  pelvis,  and  cervical  and  vaginal  catarrh.  As  the  result  of  six 
months'  treatment  and  training,  the  patient  acquired  excellent  health.  The 
functional  disturbance  of  the  pelvic  organs  entirely  disappeared.  The 
patient  gained  several  pounds  in  flesh,  and  her  total  strength  was  increased 
from  736  pounds  to  1372  pounds.  The  waist  measure  increased  one-half 
inch,  and  the  lung  capacity  40  cubic  inches. 

Case  IX. — Miss  G.,  of  Massachusetts,  aged  twenty-three  years,  never 
well  developed  physically;  broke  down  completely  six  years  ago,  and  since 
that  time  has  been  a  nervous  invalid.  Suffers  constantly  from  a  variety  of 
nervous  symptoms,  palpitation  of  the  heart,  cold  extremities,  distress  for 
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breath,  constant  backache,  painful  menstruation.  On  examination,  found 
retroversion  of  the  uterus,  tenderness  and  prolapse  of  the  ovaries,  tender- 
ness of  the  spine,  prolapse  and  tenderness  of  the  bowels  and  stomach.  As 
the  result  of  three  months'  treatment  and  training  this  patient  returned  to 
her  home  restored  to  good  health,  and  has  been  actively  employed  ever 
since.  DuriDg  treatment  her  waist  measure  was  increased  two  and  one-half 
inches,  and  there  was  a  proportional  gain  in  muscular  strength  and  general 
vigor. 

Case  X. — Miss  L. ,  of  New  York,  aged  twenty-two  years,  suffered  severely 
from  dysmenorrhea  and  neurasthenia.  Was  greatly  reduced  in  flesh, 
scarcely  able  to  walk  about.  Had  broken  down  at  school,  and  been  a 
miserable  invalid  for  several  years.  Had  been  under  the  care  of  many 
physicians,  including  a  leading  gynecologist  in  New  York,  without  benefit. 
Was  under  treatment  and  training  for  twelve  months,  at  the  end  of  which 
time  she  returned  to  her  home  a  picture  of  health,  free  from  pain,  no  local 
tenderness,  able  to  walk  several  miles  without  injury  or  discomfort,  and  has 
since  that  time  returned  to  her  studies  in  college,  where  she  is  pursuing  an 
advanced  classical  course,  and  is  in  the  enjoyment  of  excellent  health. 

Case  XI. — Miss  A.,  of  Illinois,  aged  twenty-six  years,  had  been  out  of 
health  for  several  years.  Severe  dysmenorrhea,  pain  increasing  each  month. 
Extremely  nervous  and  hyperesthetic ;  spine  extremely  tender ;  in  fact, 
there  was  scarcely  a  spot  on  her  body  which  was  not  extremely  sensitive  to 
the  slightest  touch.  The  local  hyperesthesia  was  so  great  as  to  make  an 
examination  impossible  without  an  anesthetic.  The  ovaries  were  extremely 
tender,  and  both  uterus  and  ovaries  were  low  in  the  pelvis.  Stomach  and 
bowels  were  prolapsed,  and  patient  subject  to  severe  headaches.  After 
four  months'  training  and  careful  application  of  massage,  Swedish  move- 
ments and  medical  gymnastics,  with  careful  local  treatment,  the  patient 
returned  to  her  home  considerably  increased  in  flesh,  with  rosy  cheeks,  and 
looking  the  picture  of  health.  The  ovarian  tenderness  had  almost  entirely 
disappeared,  the  patient  had  ceased  to  suffer  at  the  menstrual  periods,  and 
had  every  prospect  of  remaining  in  excellent  health. 

I  might  array  scores  of  other  cases  similar  to  the  above,  but  the 
story  of  these  cases  is  so  nearly  the  same,  its  repetition  is  not  neces- 
sary. It  will  be  noticed  that  most  of  the  cases  reported  are  young 
women.  It  must  be  admitted  that  there  is  a  better  opportunity  for 
obtaining  brilliant  results  in  cases  of  this  class  than  in  cases  of 
married  women,  in  whom  we  often  have  a  complication  of  condi- 
tions, and  likewise  of  causes.  Nevertheless,  the  same  causes  exist 
in  a  great  share  of  the  cases  of  married  women  suffering  from  non- 
inflammatory local  disorders,  and  the  same  method  of  treatment 
aud  training  is  attended  with  equally  good  results.  Of  course, 
the  employment  of  all  accessory  means  is  not  to  be  neglected  in 
either  class  of  cases. 
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In  concludiug  this  paper  I  wish  to  express  ray  obligations  to  Dr. 
Cotter,  of  Yuma,  Ariz.,  who  made  for  me  a  large  number  of 
measurements  of  Indian  women  in  addition  to  those  made  by 
myself ;  and  also  to  Miss  Cumraings,  Superintendent  of  the  Home 
for  Chinese  Women  in  San  Francisco,  Cal.,  to  whom  I  am  indebted 
for  valuable  assistance  of  the  same  uature,  as  well  as  for  special 
kindness  shown  me  when  visiting  the  institution  named,  for  the 
purpose  of  making  pneumograph ic  studies  of  the  breathing  move- 
ments of  Chinese  women. 
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PLATE  I.   Pneumographs  Tracings. 
Tracing  from  a  man. 

Tracing  from  a  civilized  woman  in  ordinary  dress. 
Tracing  from  a  Chippeway  Indian  woman. 

Tracing  from  a  Scotch  woman  who  has  never  worn  tight  clothing. 
Tracing  from  a  man  wearing  a  corset. 
Tracing  from  a  dog. 
Tracing  from  a  dog  wearing  a  corset. 

Pneumographs  tracing  from  a  healthy  woman  who  has  never  worn 

Pneumographs  tracing  from  the  same  woman  wearing  a  corset. 

PLATE  II. 
Fig.  1.  Outline  of  a  well-developed  man. 

Fig.  2.  Outline  of  a  well-developed  woman  of  twenty-six  years,  whose 
figure  had  once  been  deformed  by  a  corset,  but  had  been  restored  to  sym- 
metry by  physical  exercise. 

Fig.  3.  A  bronze  Venus. 

Fig.  4.  Outline  obtained  by  the  author  from  a  young  Italian  peasant- 
woman,  an  artist's  model,  in  Paris. 

PLATE  III. 

Fig.  1.  Side-view  outline  of  the  same  young  woman  whose  front  profile  is 
shown  at  Fig.  2,  Plate  II. 

Fig.  2.  Side-view  outline  of  the  same  young  woman  wearing  a  corset. 
Notice  the  protruding  abdomen  and  straight  spine. 

PLATE  IV. 

Fig.  1.  The  solid  white  lines  indicate  the  side-profile  of  a  healthy  Woman 
twenty-four  years  of  age,  whose  figure  has  never  been  injured  by  tight 
clothing.  The  dotted  outlines  show  the  change  in  this  young  woman's 
figure  after  putting  on  a  corset. 

Fig.  2.  A  single  woman  of  thirty  years,  whose  outline  illustrates  the  ulti- 
mate results  of  the  tight-lacing  and  corset- wearing.  The  stomach  and  bowels 
were  prolapsed,  the  lower  border  of  the  stomach  reaching  below  the  umbil- 
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Fig.  2. 
Fig.  3. 
Fig.  4. 
Fig.  5. 
Fig.  6. 
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a  corset. 
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icus.  The  uterus  was  completely  retroverted.  The  right  kidney  had  fallen 
three  or  four  inches  below  the  normal  position.  The  liver  was  also  displaced 
downward. 

PLATE  V. 

Fig.  1.  The  outline  of  a  young  woman  wearing  a  corset  laced  as  usually 
worn.  The  dotted  outline  shows  the  dimension  of  the  waist  after  the  corset 
was  removed,  yet  the  young  woman  declared  that  her  corset  was  not  tight. 
Her  waist-measure  was  three  inches  less  outside  all  her  clothing  than  next 
to  the  skin  with  clothing  removed. 

Fig.  2.  A  side-view  outline  of  the  same  person.  The  stomach  and  the 
bowels  and  the  right  kidney  were  prolapsed,  and  the  uterus  completely  retro- 
verted, both  ovaries  prolapsed  and  lying  behind  the  fundus  uteri. 

PLATE  VI. 

Fig.  1.  Outline  of  a  young  woman  whose  figure  had  never  been  spoiled  by 
tight  lacing  or  tight  skirt-bands.  The  dotted  lines  show  the  change  in  her 
figure  occasioned  by  normal  respiration. 

Fig.  2.  Shows  the  result  of  corset-wearing,  tight  skirt-bands,  and  heavy 
skirts.  The  dotted  lines  indicate  the  change  in  the  figure  produced  by  the 
artificial  mode  of  respiration  commonly  termed  clavicular  respiration,  the  so- 
called  "female  type  "  of  respiration  induced  by  constriction  of  the  waist. 

PLATE  VII. 

Fig.  1.  The  outline  of  a  woman  of  forty  years,  who  had  exceptional  oppor- 
tunities for  physical  development,  and  really  possessed  the  physique  of  an 
athlete. 

Fig.  2.  Is  an  outline  of  the  same  woman  while  wearing  a  corset.  She 
declared  it  was  not  tight,  although  her  waist-measure  was  two  and  one-half 
inches  less  outside  all  the  clothing  with  the  corset  on  than  next  the  skin  with 
the  corset  and  all  the  clothing  removed  from  the  waist.  She  had  maintained 
her  good  figure  by  abundance  of  physical  exercise,  notwithstanding  occasional 
compression  of  the  waist  by  the  corset  when  going  out  in  full  dress.  At 
home  she  always  wore  a  loose  wrapper. 

PLATE  VIII. 

Fig.  1.  The  outline  of  a  young  woman  who  supposed  she  had  always 
dressed  healthfully,  having  worn  a  health-corset  and  suspended  her  clothing 
from  her  shoulders.  The  so-called  health-corset  was  tight  and  rigid  with 
stays,  and  the  skirt-bauds  were  also  tight  and  the  skirts  heavy.  In  conse- 
quence the  bowels  and  stomach  were  prolapsed,  the  lower  border  of  the 
stomach  reaching  three  iuches  below  the  umbilicus. 

Fig.  2.  The  solid  lines  within  the  figure  indicate  the  position  of  the 
stomach,  liver,  and  right  kidney.  The  dotted  lines  indicate  the  lower  borders 
of  these  organs  when  in  normal  position.   The  young  woman  was  in  most 
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wretched  health.  She  had  suffered  for  many  years  from  nervous  dyspepsia, 
and  also  from  pelvic  congestion  and  displacement  of  the  uterus  and  ovaries. 

PLATE  IX. 

Fig.  1.  Outline  of  a  woman  of  forty-two  years,  who,  when  a  young  woman, 
had  compressed  the  waist  for  the  purpose  of  getting  rid  of  an  enlarged  spleen, 
which  was  finally  crowded  down  below  the  waist-line,  and,  finding  itself  cut 
loose  from  its  moorings,  wandered  about  in  all  parts  of  the  abdominal  cavity. 
When  first  examined,  the  spleen — four  or  five  times  its  normal  size — lay 
between  the  uterus  and  the  bladder,  and  was  mistaken  for  a  fibroid  tumor. 
I  discovered  my  error  the  next  day,  when  I  found  the  spleen  lying  several 
inches  distant  from  its  position  of  the  day  before. 

Fig.  2.  Is  a  front-view  outline  of  the  same  patient.  The  solid  lines  S  and 
L  indicate  the  position  in  which  the  stomach  and  liver  were  found. 

PLATE  X. 

Fig.  1.  Side-view  profile  of  a  woman  who  had  suffered  many  years  from 
nervous  dyspepsia  and  a  variety  of  nervous  and  pelvic  troubles.  She  had 
consulted  a  great  many  physicians  of  eminence,  but  had  found  no  relief. 

Fig.  2.  Is  a  front  view  of  the  same  patient.  The  liver,  stomach,  and 
kidneys  were  several  inches  below  their  normal  position.  The  displacement 
of  the  abdominal  viscera  was  directly  traceable  to  the  influence  of  tight  skirt- 
bands  and  heavy  skirts.  The  patient  was  greatly  improved  in  health  by 
strengthening  the  abdominal  walls,  thus  enabling  them  to  hold  the  prolapsed 
organs  more  nearly  in  position. 

PLATE  XI. 

Fig.  1.  Side  view  outline  of  a  woman  whose  figure  was  greatly  deformed, 
as  the  result  of  tight  lacing  and  wearing  heavy  skirts  suspended  by  tight 
bands.  The  liver  occupied  the  position  shown  in  the  elliptical  outline  at  L. 
The  dotted  line  L  indicates  the  normal  position  of  the  organ. 

Fig.  2.  This  outline  represents  the  side  view  of  a  man  who  had  injured 
himself  by  wearing  a  belt.  The  liver  was  prolapsed  two  inches  below  the 
lowest  ribs,  and  the  stomach  had  fallen  two  or  three  inches  lower.  He  was 
suffering  from  nervous  dyspepsia,  which  was  traced  directly  to  the  irritation 
set  up  in  the  prolapsed  organs,  as  the  result  of  their  abnormal  position. 

PLATE  XII. 

Fig.  1.  Side-view  outline  of  a  woman  of  twenty-four  years,  who  was 
suffering  from  nervous  dyspepsia  and  prolapsus  of  uterus  and  ovaries. 

Fig.  2.  This  outline  represents  the  same  young  woman  after  a  few  months' 
physical  training.  She  was  restored  to  excellent  health,  and  has  since  been 
able  to  engage  regularly  in  the  profession  of  nursing. 
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PLATE  XIII. 

Fig.  1.  Represents  the  outline  of  a  well-developed  man  of  thirty  years,  the 
same  whose  front  profile  is  shown  in  Fig.  1,  Plate  II. 

Fig.  2.  The  solid  outline  represents  the  side  profile  of  a  man  of  forty-five 
years,  who  had  suffered  many  years  from  nervous  dyspepsia  and  a  variety  of 
nervous  symptoms,  which  the  treatment  of  a  number  of  most  excellent 
Eastern  specialists  had  failed  to  relieve  A  few  weeks'  physical  training,  in 
connection  with  other  treatment,  gave  him  the  figure  shown  in  the  dotted 
outline,  and  restored  him  to  such  excellent  health  that  he  was  able  to  return 
to  his  business,  enjoying  better  health  than  for  many  years.  The  principal 
causes  of  the  deformity  exhibited  by  this  patient  were  wearing  a  belt  when  a 
young  man.  and  neglect  of  physical  exercise,  his  business  habits  having  been 
sedentary  from  youth. 

PLATE  XIV. 

Fig.  1.  Side  profile  of  a  woman  of  thirty-two  years,  who  was  suffering 
from  uterine  and  ovarian  prolapse,  and  prolapse  of  stomach,  bowels,  and 
kidneys.  In  consequence,  she  was  a  victim  of  nervous  dyspepsia,  general 
debility,  and  a  variety  of  reflex  nervous  symptoms.  Three  months  of  careful 
regimen  and  training  restored  her  to  excellent  health. 

Fig.  2.  Side  profile  of  a  man  of  forty  years,  a  physician,  in  whom  neglect 
of  physical  exercise  and  a  bad  position  in  standing  and  sitting  had  caused 
prolapse  of  the  stomach  and  bowels,  and  a  numerous  train  of  ills  dependent 
upon  these  conditions. 

PLATE  XV. 

Figs.  1  and  2.  The  outlines  of  this  plate  represent  side  profiles  of  the 
same  person.  Fig.  1,  at  the  beginning  of  treatment;  Fig.  2,  three  months 
later.  This  is  a  fair  example  of  the  results  obtained  by  a  proper  course  of 
physical  training,  in  connection  with  such  other  treatment  as  may  be  indi- 
cated in  each  individual  case. 

PLATE  XVI. 

This  plate  presents  the  blanks  used  by  the  writer  in  measuring  and  testing 
the  strength  of  patients  before  beginning  a  course  of  phj'sical  training.  The 
figures  with  which  the  blank  is  filled  out  represent  the  gain  made  by  the 
patient  whose  outlines  are  shown  in  Plate  XII.,  and  whose  history  is  briefly 
given  as  Case  IV. 


PLATE  XVII. 


Fig.  1.  Side  profile  of  a  German  peasant  woman,  twenty-nine  years  of  age. 
Until  twenty  years  of  age  she  was  accustomed  to  carry  heavy  weights  upon 
her  head,  often  carrying  a  weight  of  ninety  pounds  upon  the  head  two  or 
three  miles  without  stopping  to  rest.  Never  had  trained  in  gymnastics.  It 
is  a  perfectly  natural  figure,  and  doubtless  represents  very  nearly  the  ideal 
female  form. 

Fig.  2.  Side  profile  of  a  woman  of  the  same  age,  who,  through  neglect  of 
muscular  exercise,  and  by  corset  wearing  and  the  wearing  of  tight  bands  and 
heavy  skirts,  had  acquired  the  weak  and  deformed  figure  shown. 


Costal.  Abdominal. 


Costal.  Abdominal. 


Fig.  I.    Man.  Fig.  2.    Woman  in  corset. 

Costal.  Abdominal. 


Fig.  3.    Chippeway  Indian  woman. 
Costal.  Abdominal.  Costal.  Abdominal. 


Fig.  4.     Woman  who  never  wore  corset.  Fig.  5.    Man  in  corset. 

Costal.  Abdominal. 


Fig.  6.  Dog. 

Costal.  Abdominal. 


Fig.  7.    Dog  with  corset  on. 
Expiration.  Inspiration. 


Fig.  8.    Pneographic  tracing  —  healthy  woman. 
Expiration.  Insp. 


Fig.  9.    Pneographic  tracing  —  woman  in  corset. 

PLATE  I. 

Pneumographic  and  Pneographic  Tracings. 


Fio.  1.   Without  corset.  Fir..  2.    With  corset. 

PLATE  III. 


Pi<i.  1.    Dotted  line  shows  results  Fig.  'i.    Results  of  corset- 

of  corset.  wearing. 


PLATE  IV. 


Fig.  1.    Young  woman  in  corset. 

PLATE  V 


Fig.  2.    Results  of  the  corset. 


Flo.  1.    Normal  respiration.  Fig.  3.    Clavicular  respiration  of 

corset-wearer. 


PLATE  VI. 


Fig.  1.    Without  corset. 


Fio.  2.    With  corset. 


PLATE  VII. 


Fig.  1.   Kesults  of  wearing  a  "health  Fig.  2.  Front  profile  of  the  same, 

corset." 

PLATE  VIII. 


PLATE  IX, 


Fiu.  1.    Results  of  corset  and  heavy  skirts.  Fig.  2.  Front  profile  of  the  same. 


PLATE  X. 


Ki<t.  1.    Reunite  of  heavy  ekirts  and  Fio.  2.    Results  of  bad  position  and  of 

bad  position.  wearing  a  belt,  in  a  man. 


PLATE  XI. 


Fig.  1.    Results  of  bad  position.  Fig.  2.    Improvement  resulting 

from  exercise. 


PLATE  XII. 


Fie.  1.    Side  profile  of  a  well-developed  Fie  2.    Bad  position  corrected  by 

man.  exercise. 


PLATE  XIII. 


Fio.  1.    Results  of  bad  position  and  Fig.  2.    Results  of  bad  position  and 

heavy  skirts.  belt,  in  a  mam. 


PLATE  XIV, 


Flo.  1.   Results  of  corset-wearing.  Fig.  2.    The  same  after  three  months' 

training. 


PLATE  XV. 


Record   of  Physical  Developement. 

Name. 


Record  of  Physical  Developement 
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PLATE  XVI. 


Fig.  i.    Correct  poise  (a  German  peasant  Fig.  2.    Results  of  corset-wearing, 

woman). 


PLATE  XVII. 


MALIGNANT  DEGENERATION  IN  DERMOID  CYSTS. 


By  GEORGE  ERETY  SHOEMAKER,  M.D., 

PHILADELPHIA. 


The  great  importance  of  dermoids  is  best  known  to  the  ab- 
dominal operator,  who  meets  them  frequently.  This  importance, 
both  clinical  and  pathological,  is  much  greater  than  the  small 
amount  of  attention  often  bestowed  upon  them  in  systematic  works 
would  seem  to  indicate. 

In  a  table  of  2275  ovariotomies  analyzed  by  Olshausen  (Diseases 
of  the  Ovaries,  1887,  p.  375),  3.5  per  cent,  of  the  tumors  were 
found  to  be  dermoids,  though  in  Spencer  Wells's  1000  cases  small 
dermoids  in  other  growths  had  not  been  counted.  Olshausen  esti- 
mates that  from  4  to  5  per  cent,  of  all  abdominal  tumors  operated 
upon  are  of  this  character.  Greig  Smith  [Abdominal  Surgery,  1889, 
p.  1 10)  gives  the  proportion  as  10  per  cent,  of  all  ovarian  tumors, 
though  this  is  probably  too  high. 

In  any  study  of  the  subject,  it  must  not  be  forgotten  that  dermoid 
tumors  are  very  frequently  met  in  other  parts  of  the  body,  though 
that  fact  is  ignored  by  many  writers,  whose  theories  of  their  devel- 
opment presuppose  the  presence  of  an  ovum. 

Lebert  reported  188  cases,  of  which  over  30  per  cent,  were  found  in 
other  situations.  The  testicle  is  the  most  frequent  seat  next  to  the 
ovary  (Rindfleisch),  the  eye  coming  next;  while  they  are  also  found 
in  the  neck,  pharynx,  perineum,  brain,  mediastinum,  mesentery, 
lung,  peritoneum,  stomach,  kidney,  bladder,  rectum,  and  elsewhere. 
(For  references,  see  Lebert,  Gazette  Med.  de  Paris,  1852,  pp.  720, 
793,  and  808.  See  also,  Meckel,  Journ.  Coiapl.  du  Did.  des  Sci. 
MM.,  t.  iv.  122,  227.) 

It  is,  therefore,  chiefly  on  account  of  the  greater  frequency 
of  ovarian  dermoids,  and  their  greater  liability  to  degenerate  or 
to  be  involved  in  neighboring  disease- processes,  that  these  possess 
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greater  clinical  interest,  and  that  this  study  is  practically  confined 
to  dermoids  found  in  the  ovary. 

As  is  well  known,  dermoids  at  times  grow  very  slowly,  and  may 
give  rise  to  no  symptoms  during  a  long  life — e.g.,  a  case  reported 
by  Potter,  in  a  woman  aged  eighty-three  years.  A  considerable 
number,  however,  undergo  various  degenerations  of  the  stroma, 
especially  colloid  degeneration — a  fact  of  great  clinical  interest. 
Lebert  has  reported  17  cases  of  this  kind,  and  many  others  have 
been  observed,  almost  any  operator  having  seen  some  instances. 
The  occurrence  of  malignant  degeneration,  either  of  the  tumor  or 
in  the  pedicle  after  removal,  while  not  so  common,  is  a  matter  of 
grave  importance  which  should  always  be  remembered  in  dealing 
with  these  growths.  Doran  (Clinical  and  Pathological  Observations 
on  Tumors  of  the  Ovary,  etc.,  1884,  p.  90)  describes  one  case  in 
which  small  white,  almost  diffluent,  masses  were  found,  which 
proved  to  be  round-celled  sarcoma.  Typical  connective-tissue  was 
found,  also  much  that  was  poorly  developed  or  embryonal,  the  last 
shading  off  into  typical  sarcomatous  structure. 

Greig  Smith  removed,  in  1888,  a  suppurating  dermoid  cyst,  in 
the  wall  of  which  was  a  solid  sarcomatous  growth  as  large  as  a 
hen's  egg  (Abdominal  Surgery,  1889,  p.  111).  Unverricht  and 
Bantock  (quoted  by  Olshauseu,  loc.  cit.,  p.  351)  have  also  reported 
sarcomata.  Kocher  found,  in  a  case  of  bilateral  dermoid  disease, 
medullary  cancer  of  one  tumor.  Heschl,  and  also  Wahl,  found 
cancerous  dermoids,  the  colon  being  involved  in  the  case  reported 
by  the  latter.  Flaischlen  has  accurately  described  (Zeifschrift  f. 
Geb.  u.  Gyn.,  Bd.  vii.  S.  450)  a  case  operated  on  by  Schroder,  in 
which  one  ovary  contained  a  dermoid  cyst,  a  proliferating  cystoma, 
and  sarcomatous  degeneration  of  the  connective  tissue  of  the  cyst- 
walls.  Thornton  is  quoted  by  Doran  as  having  seen  "  several 
cases  "  in  which  malignant  deposits  have  recurred  in  the  pelvis  two 
or  three  years  after  the  removal  of  large  dermoid  cysts  containing 
soft  while  growths  strongly  resembling  sarcoma. 

A  specimen  is  here  presented  which  exhibits  a  typical  carcinoma- 
tous degeneration  in  the  wall  of  a  dermoid  cyst  removed  by  Dr.  J. 
Price.  The  malignant  mass  is  as  large  as  a  small  fist,  and  is 
situated  entirely  within  the  limits  of  the  dermoid,  which  is  of  large 
size,  its  main  cavity  having  contaiued  more  than  a  quart  of  semifluid 
matter.    This  has  been  removed  for  convenience  in  preservation,  a 
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a  few  hairs  being  allowed  to  remain.  The  carcinoma  is  quite  soft, 
and  easily  breaks,  with  a  granular  fracture.  It  is  softest  in  the 
centre,  where  a  small  recent  hemorrhage  has  occurred,  perhaps  from 
handling  during  removal.  No  part  of  the  tumor  has  broken  down, 
nor  is  granulation  tissue  present.  The  entire  growth,  consisting 
of  the  cyst  and  solid  cancerous  mass,  is  enclosed  in  the  same  cap- 
sule, and  was  readily  removed  entire  from  the  pelvis.  The  Fallo- 
pian tube  is  readily  distinguished,  and  has  apparently  undergone 
but  little  structural  change. 

A  careful  microscopical  study  has  been  made  by  my  friend,  Dr. 
J.  P.  Crozer  Griffith,  the  character  of  whose  work  is  well  known. 
His  description  is  as  follows  :  "  The  wall  of  the  cyst  proper,  taken 
close  to  the  side  of  the  newgrowth,  but  not  touching  it,  exhibits  a 
poorly- developed  papillary  layer  of  squamous  epithelial  cells,  and 
below  this  a  rather  thick  layer  of  connective  tissue  resembling  that 
of  the  skin,  except  that  it  is  rather  imperfectly  developed  :  the  fibres 
being  in  many  places  shorter  and  finer,  and  having  the  appearance 
of  younger  tissue,  though  the  number  of  nuclei  is  small.  Blood- 
vessels are  numerous.  A  few  small  nests  of  cells  are  to  be  found 
scattered  through  the  connective-tissue  layer,  and  some  of  these 
cells,  at  least,  are  distinctly  epithelial.  One  hair,  with  its  hair- 
follicle,  was  found. 

"  The  portion  of  the  cyst- wall  with  the  newgrowth  attached  does 
not  differ  from  that  described,  except  at  the  portion  most  distant 
from  the  interior  of  the  cyst ;  here  the  tissue  is  evidently  can- 
cerous. Large  numbers  of  rather  small  polyhedral  epithelial  cells, 
with  the  cell-body  rather  large  as  compared  with  the  size  of  the 
nucleus,  infiltrate  the  connective  tissue  to  some  extent ;  but  still 
farther  from  the  cyst-centre  they  are  arranged  in  dense  masses,  with 
few  connective-tissue  septa,  forming  very  large  nests  of  cells.  The 
cancerous  portion  is  separated  rather  sharply  from  the  healthy 
connective  tissue  of  the  wall. 

"  The  portions  cut  from  the  centre  of  the  newgrowth  attached  to 
the  cyst-wall  are  entirely  of  the  cancerous  structure  described.  The 
cells,  however,  stain  but  slightly,  are  quite  granular,  and  are  evi- 
dently well  advanced  in  fatty  degeneration.  The  nuclei  are  often 
nearly  or  quite  invisible.  There  is  a  large  amount  of  granular 
debris.  The  cells  are  very  numerous  as  compared  with  the  amount 
of  connective  tissue,  but  the  latter  is  well  formed,  and,  therefoi'e, 
the  tumor  cannot  be  called  carcinoma  granulosum." 
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A  few  words  as  to  the  origin  of  dermoids,  before  proceeding  to 
consider  the  causes  of  their  malignant  degeneration.  No  one 
doubts  that  they  are  congenital.  Seven  cases  were  collected  by 
Pigne  which  occurred  in  the  newborn.  Since  they  occur  in  the 
male  and  in  various  parts  of  the  body,  all  connection  with  a  pre- 
existing ovum,  or  a  genital  impress,  must  be  excluded  from  any 
general  theory  of  origin.  The  difficulties  in  the  way  of  the  various 
theories  have  largely  disappeared  as  the  result  of  recent  studies, 
and  the  best  present  view  is  a  development  of  the  old  one  of 
Heschl,  that  portions  of  the  epiblast,  or  even  of  the  mesoblast  and 
hypoblast,  have  been  incarcerated  among  other  tissues.  The  diffi- 
culty about  accounting  for  this  incarceration  in  the  case  of  the 
ovary  was  removed  when  His  demonstrated  that  the  incarceration 
of  cells  might  occur  before  the  formation  of  the  blastodermic  layers. 
( Untersuch  ilber  die  erste  Anlage  des  Wirbelthier  Icibes.  Leipzig, 
1868.) 

J.  Bland  Sutton,  in  a  masterly  argument  from  the  standpoint  of 
comparative  morphology  {Dermoids,  1889,  p.  131),  has  recently 
shown,  too,  the  identity  of  ovarian  follicles  with  the  acini  of 
glands.  Says  he :  "  As  the  membrana  granulosa  is  potentially 
mucous  membrane,  and  as  skin  and  mucous  membrane  are  morpho- 
logically identical  and  convertible  structures,  cysts  coutaiuing  skin 
or  mucous  membrane  and  their  appendages  are  not  more  remark- 
able in  the  ovary  than  cysts  and  neoplasms  occurring  in  connection 
with  other  glands." 

To  what  causes,  then,  are  we  to  attribute  the  malignant  degener- 
ation of  these  misplaced  structures?  First  of  all  to  the  general 
law  that  any  misplaced  tissues  are  liable  to  degeneration,  especially 
to  malignant  degeneration.  This  is  well  seen  in  the  case  of  papillo- 
rnata,  but  remarkably  so  in  the  case  of  angiomata  and  pigmented 
nsevi  (Zeigler,  Pathol.  Ancd.,  1883,  p.  257).  The  same  is  also  seen 
in  the  liability  of  cryptorchids  to  malignant  disease  of  the  unde- 
scended testicle  (Agnew,  Surgery,  ii.  568),  encephaloid  disease  being 
the  most  common,  according  to  Gant. 

While  the  influence  of  traumatism  in  determining  morbid 
growths  is  not  proven,  there  is  strong  evidence  that  it  is  an  impor- 
tant factor.  Granted  that  the  tissues  in  a  dermoid  of  the  ovary  are 
good  soil  for  the  newgrowth,  the  firm  adhesions  usually  present, 
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the  more  or  less  unyielding  character  of  the  contents  of  the  cyst 
make  it  liable  to  pressure  or  injury  from  the  neighborhood  of  the 
uterus  and  the  rectum.  Conditions,  therefore,  combine  to  make 
the  traumatic  influence  on  causation  as  effective  as  possible  in  the 
case  of  dermoids  of  the  ovary. 

Another  great  cause  of  malignant  disease  may  be  traced  to  the 
fact  that  embryonal  connective  tissue  is  usually  abundant  in  their 
walls.  According  to  the  now  widely-accepted  theory  of  Cohnheim 
as  to  the  origin  of  tumors,  all  such  growths  result  from  the  morbid 
development  of  embryonal  or  undeveloped  cells  which  have  not 
been  utilized  in  constructing  normal  tissues,  and  which  have  per- 
sisted in  the  otherwise  mature  organism.  These  embryonic  cells 
may  remain  inactive  for  an  indefinite  time,  or  may,  under  proper 
stimulus,  proceed  to  multiply  and  develop  a  tumor.  Now,  while 
this  cannot  be  regarded  as  proven,  but  only  as  the  best  hypothesis 
yet  advanced,  it  is  still  very  interesting  to  find  that  dermoid  cysts 
frequently  contain  in  their  walls  undeveloped  connective  tissue  in 
considerable  quantities,  as  we  shall  presently  see.  We  have  already 
noticed  that  the  sarcoma,  the  connective-tissue  tumor,  is  the  most 
common  form  fouud  clinically,  and  it  is  not  unreasonable  to  explain 
its  origin  in  this  way. 

The  tumor  above  referred  to,  which  was  removed  by  Bantock, 
showed,  among  typical  dermoid  elements,  two  fleshy  tuberosities 
"the  size  of  small  potatoes."  These,  when  examined,  showed 
abundant  lymphoid  tissue.  In  some  parts  the  connective  tissue 
was  well  developed,  but  it  was  mostly  embryonic.  Large  spindle 
cells  and  collections  of  round  cells  abounded,  the  arrangement 
bearing  "  every  resemblance  to  the  newgrowths  known  as  spindle- 
celled  sarcoma  and  round-celled  sarcoma  elsewhere"  (vide  Doran, 
p.  91).  In  a  case  reported  by  Flaischlen  (loc.  cit.,  p.  450)  embry- 
onic ovarian  tissue  was  found.  Doran  speaks  of  the  large  amount 
of  lymphoid  tissue  frequently  found,  and  suggests  its  possible  rela- 
tion to  malignant  growths  (p.  88). 

In  the  light  of  the  above  facts  the  question  of  prognosis  cannot 
but  be  influenced.  The  outlook,  as  far  as  operation  mortality  goes, 
is  probably  almost  as  good  as  in  ordinary  proliferating  cystoma, 
though  adhesions  are  apt  to  be  formidable.  As  regards  ultimate 
recovery,  however,  the  possible  development  of  malignant  disease 
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should  not  be  overlooked,  and  the  parts  removed  should  be  care- 
fully examined  for  suspicious  nodules,  especially  where  removal  has 
been  necessitated  by  increasing  pain,  and  not  from  the  coincident 
development  of  simple  cysts.  The  fact  should  also  be  noted  that 
in  the  general  history  of  sarcoma  metastasis  to  luug  or  liver  is  quite 
as  common  as  recurrence  at  the  seat  of  operation. 


THE  OPERATIVE  TREATMENT  OF  RECTO- 
VAGINAL FISTULA.1 


By  Dr.  MAX  SAENGER, 

LKIPSIC,  GERMANY. 


In  no  branch  of  operative  gynecology  is  the  number  of  methods 
so  manifold  as  in  the  field  of  its  plastic  surgery.  This  may  be, 
perhaps,  explained  by  the  present  contest  for  supremacy  between 
the  operations  of  freshening  and  the  flap-splitting  methods.  Indeed, 
one  often  hears  that  it  is  immaterial  what  method  is  used  if  success 
only  follows.  Nevertheless  that  method  is  best  which  concretely 
gives  the  best  chance  for  primary  union.  But  since  in  each  instance 
only  one  operation  can  be  selected,  it  becomes  necessary  to  choose 
the  one  most  fitting  according:  to  the  conditions  to  be  met.  But  the 
choice  of  a  method  for  each  special  case  according  to  its  special 
applicability  may  be  shown  to  rest  often  upou  a  paradoxical  and 
unsafe  basis.  We  expect  more  from  plastic  operations  to-day  than 
formerly — going,  indeed,  so  far  as  to  hope  for  invariable  success. 

Many  gynecologists  will  agree  in  my  experience  that  the  eventual 
healing  of  these  fistulse  is  more  difficult  than  is  ordinarily  supposed. 
When,  for  instance,  Winckel  expresses  the  opinion  that  they  are 
more  easily  curable  than  urinary  fistula?,  he  must  have  had  in  mind 
the  more  complicated  cases  of  the  latter  condition,  certainly  not  its 
more  simple  forms.  Earlier  in  my  experience  I  must  confess  to 
have  had  some  failures  in  operations  for  recto-vaginal  fistula?,  even 
in  spite  of  the  utmost  care.  The  origin  of  the  failure  is  clearly 
due  to  several  possible  causes — iuterterence  of  or  failure  in  the 
stitches  to  hold,  or  faulty  approximation  of  the  edges  of  the  fistula. 
Again  the  microorganisms  in  the  rectum  or  the  presence  of  fecal 
matter  or  of  flatus  may  interfere  with  immediate  union  and  cause 

1  In  appreciation  of  the  honor  conferred  by  his  election  to  Honorary  Membership 
of  the  American  Association  of  Obstetricians  and  Gynecologists. 
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suppuration.  The  aim  of  a  perfect  technique  i.s,  therefore,  to 
obviate  such  interferences  to  success.  The  cases  in  which  operation 
is  necessary  for  the  cure  of  recto-vaginal  or  perineal  fistula?  are 
almost  necessarily  entirely  of  puerperal  or  traumatic  origin.  The 
para-rectal  and  para-vaginal  abscesses  giving  rise  to  pus-producing 
fistulous  channels  emptying  in  the  vagina  and  perineum,  must  be 
treated  as  bona  fide  fistula?,  either  by  slitting  and  curetting  or  by 
the  later  method  of  cutting  out  the  diseased  tissues  along  their 
course  and  uniting  their  edges  to  secure  primary  union. 

The  elastic  ligature  may  be  considered  obsolete.  Fistula?  of  the 
posterior  vaginal  wall  such  as  arise  from  pelvi-peritoneal  abscesses, 
from  ectopic  pregnancy,  and  from  suppurating  cysts,  particularly 
dermoids,  and  escaping  into  the  rectum  or  vagina,  must  be  classified 
apart  from  those  now  under  consideration.  The  recto-vestibular 
variety  of  fistula?,  as  also  those  generally  found  after  failure  of 
perineal  plastic  operation,  must  also  be  placed  in  a  class  of  their  own. 

These  preliminary  observations  will,  perhaps,  serve  for  the  better 
appreciation  of  my  special  theme,  to- wit,  the  operative  treatment 
of  typical  fistula?  of  the  recto-vaginal  septum.  To  these  alone  are 
the  following  conclusions  to  be  applied.  The  operation  for  recto- 
periueal  fistula,  recto-laquearis,  is  especially  to  be  mentioned.  We 
now  follow  with  a  description  and  critique  of  the  various  methods  : 

1.  Cauterization  by  chemicals;  the  hot  iron,  thermo-  or  galvano- 
cautery,  either  from  the  vagina,  or  the  rectum,  or  both.  As  long 
as  the  fistula  has  fresh  granulating  walls,  cauterization,  even  in 
relatively  extensive  lesions,  is  able  to  accomplish  much  and  give 
fair  chance  of  healing.  Nevertheless  opportunity  does  not  often 
present  itself  to  utilize  the  conditions  necessary  for  success.  lu 
chronic  fistula?  with  cicatricial  walls,  cauterization  will  rarely  be 
efficacious,  unless,  perhaps,  in  very  small  fistulous  channels.  It  is 
to  be  recommended,  therefore,  that  not  only  the  fistula?  are  to  be 
cauterized,  but  also  the  tissue  surrounding  their  opening  into  the 
vagina,  to  the  extent  of  a  half  or  one  centimetre  in  diameter. 

2.  True  surgical  operations.  These  are  to  be  made  only  from  the 
vagina  or  the  perineum.  In  some  few  cases  Simon  and  Demarc- 
quay  have  operated  from  the  rectum  in  fistula?  located  high  up. 
Maurer  attempted  to  close  such  fistula?  by  transplantation  of  a 
rectal  flap.  That  he  met  with  little  success  is  explained  by  my 
previous  observations  upon  the  causes  of  failure  in  these  cases. 
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We  will  see  later  that  we  possess  in  perineotomy  a  method  by 
which  we  can  reach  a  fistula  of  the  vaginal  roof  from  the  perineum. 

Trendelenburg  now  advocates  a  method  similar  to  that  followed 
out  in  the  "  sectio  alta,"  by  which  the  fistula  is  closed  from  the 
bladder,  the  patient  having  been  put  in  the  high  pelvic  position. 
I  mention  this  comparatively,  for  while  the  bladder  can  be  kept 
constantly  drained,  the  same  cannot  be  accomplished  with  the 
rectum.  The  true  surgical  operations  may  be  divided  into  three 
classes : 

I.  Methods  of  denudation. 
II.  Methods  of  transplantation. 

III.  Methods  of  flap-splitting. 

I.  Denudation  may  be  either  (a)  from  the  vagiua,  or  (b)  from  the 
perineum  after  previous  splitting  of  the  fistula  in  the  perineal 
bridge.  The  vaginal  denudation  until  recently  generally  conformed 
with  that  followed  out  in  the  Simon  method  of  treating  vesical 
fistulse. 

This  consists  in  the  removal  of  tissue  along  the  edges  of  the  fistula, 
usually  a  centimetre  in  width,  while  the  sutures  are  introduced 
across  its  long  diameter,  both  deep  and  superficial.   (Figs.  1  and  2.) 


Fig.  1.  Fio.  2. 


Denudation  of  the  fistulous  edges  in  the 
vagina,  with   introduction   of  transverse        A.  Freshened  edges.    S.  Suture, 
sutures.  F.  Fistula. 


The  causes  of  failure  in  these  operations  have  already  been 
referred  to.  It  is  probable  that  in  addition  to  such  causes,  care- 
lessness in  aseptic  precautions,  unsuitable  and  non-aseptic  silk,  or 
too  soft  catgut,  must  share  the  blame  of  failure. 

By  the  use  of  silkworm-gut,  silver  wire,  or  even  of  fine  aseptic 
silk,  perfect  results  are  to  be  expected  in  every  case.  Schauta 
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(Verhandlung  d.  Deutsch.  CiesdUch.  f.  Gyn.  zu  Mimohen,  1887) 
made  a  notable  improvement  in  this  method  ;  instead  of  freshening 
the  edges  of  the  fistula,  he  has  brought  it  into  a  triangular  form, 
corresponding  to  that  used  by  Hegar  in  his  method  of  posterior 
colporrhaphy.  The  fistula,  therefore,  lies  in  the  centre  of  a  largely 
denuded  surface  and  is  closed  by  a  larger  number  of  stitches,  which 
do  not  cross  into  the  immediate  territory  of  the  fistula,  whereby  a 
much  stronger  primary  union  is  attained.    (Fig.  3.) 


Fig.  3. 


Triangular  denudation.    (After  Schauta.) 


The  simple  denudation,  as  also  the  triangular,  is  not  applicable 
in  cases  in  which  the  bridge  between  the  fistula  is  so  narrow  and 
thin  that  any  further  reduction  of  its  extent  will  so  reduce  vascu- 
larity as  to  defeat  the  intent  of  the  operation.  Hitherto  it  has 
been  the  custom  to  cut  through  this  remaining  perineal  bridge,  and 
attempt  to  repair  the  injury  by  the  triangular,  butterfly-formed 
denudation  of  Hegar  or  Simon.  These  old  methods  were,  for  the 
most  part,  unsuitable  to  secure  good  results  because  the  point  of 
defect  usually  lay  high  up  in  the  recto-vaginal  septum.  Hence, 
not  seldom  did  failure  result,  not  only  to  close  the  original  fistula, 
but  often  produced  in  addition  others  that  did  not  before  exist, 
from  the  rectum  through  the  perineum.  This,  in  most  cases,  was 
the  fault  of  the  method,  not  that  of  the  operator. 
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Nevertheless  some,  Chrobak,  for  instance  ("  Ueber  Mastdarm- 
scheidenfisteln,  nebst  Bemerkungen  iiber  die  Perinealnaht,"  Wien. 
med.  Blatter,  1887,  Nos.  27-33),  in  spite  of  the  defective  methods 
have  reported  excellent  results,  probably  due  to  their  excellent 
technique. 

It  will  now  be  seen  that,  however  this  operation  is  done,  whether 
by  the  triangular  denudation  or  by  sutures  from  the  vagina  or 
perineum  (Baker  Brown,  Winckel,  T.  A.  Emmet,  Hirschberg,  and 
others),  it  is  easily  surpassed,  both  in  safety  and  the  certainty  of 
results,  by  the  flap-splitting  operations — to  which  the  future  must 
afford  still  greater  favor. 

II.  The  transplantation  of  flaps  from  the  vagina,  the  rectum,  and 
the  integument  in  a  few  cases  has  been  attempted,  so  far  as  I  am 
able  to  ascertain,  with  either  entire  or  partial  failure.  Simon  in  one 
case  had  a  favorable  result  by  bringing  a  flap  from  the  portio 
vaginalis  into  the  fistula.  Rydygier,  Trendelenburg,  and  Leroy 
d'Etiolles  succeeded  in  closing  a  urinary  fistula  by  bringing  flaps 
from  the  posterior  vaginal  wall. 

It  thus  might  be  possible,  indeed,  to  close  fistula?  of  the  posterior 
wall  by  flaps  from  the  anterior,  the  operation  being  simply  reversed. 

The  methods  of  transplantation  are  only  to  be  applied  when  the 
typical  operations  have  failed,  or  have  from  the  outset  been  im- 
possible on  account  of  the  location  of  the  fistula. 

III.  In  the  last  few  years  I  have  chiefly  used  the  flap-splitting 
method  in  closing  recto-vaginal  fistuhe.  It  is  the  intention  of  the 
present  paper  to  present  its  claims  for  recognition  as  forcibly  as 
possible. 

It  is  well  known  that  the  method  of  Lawson  Tait,  long  since 
applied,  was  the  forerunner  of  a  new  era  in  perineorrhaphy.  My 
attention  having  been  called  to  this  method  of  operating,  I  fre- 
quently discussed  it  in  various  papers,  and  further  improved  it. 
Since  then  the  interest  in  this  method  of  operating  has  become 
greater  both  in  Germany  and  in  other  countries,  and  the  principles 
of  the  operation,  both  by  Fritsch,  von  Herff,  AValcher,  and  myself, 
have  been  transferred  to  the  domain  of  operations  for  fistulae.  It 
is  difficult  to-day  to  understand  why  the  principles  of  the  flap- 
splitting  methods  are  not  more  widely  understood  and  appreciated, 
especially  for  fistuhe  of  the  rectum,  where  every  millimetre  of  tissue 
is  precious.    I  hope  now  to  be  able  to  convince  those  who  are  still 
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using  the  older  methods,  of  the  greater  advantage  and  superiority 
of  the  flap-splitting  operation.  Here  two  methods  are  to  be  distin- 
guished, according  as  the  vagina  or  the  perineum  is  taken  as  the 
point  of  departure.    Each  of  these  again  has  its  sub-divisions : 

I.  Flap-splitting  operations  from  the  vagina. 

(a)  Fritsch  {Ccntralbl.  f.  Gyn.,  Bd.  xii.  S.  804)  has  invented  an 
operation  for  small  fistuhe,  which  is  more  a  flap  operation  than  a 
flap-splitting  method,  since  the  recto- vaginal  septum  is  not  separated 
into  two  leaves,  but  ouly  a  transverse,  crescentic  flap  is  taken  from 
the  vagina  and  drawn  over  the  fistula,  there  sutured.    (V.  Figs.  4 


Fig.  4. 


Fig.  5. 


Closure  of  fistula  by  transverse  crescent- 
shaped  lips.    (After  Fritsch.) 


F.  Fistula. 


and  5.)  A  B  is  the  crescentic  incision  through  the  vaginal  mucous 
membrane  along  the  upper  margin  of  the  fistula  (F) ;  moderate 
undermining  of  the  flap  to  C.  AD  B,  second  deeper  crescentic 
incision  at  a  short  distance  from  the  fistula,  adjoining  with  the  re- 
moval of  a  crescentic  portion  of  scar-tissue  between  both  incisions. 
The  so-formed  upper  convex  flaps  are  then  drawn  over  the  fistula 
and  sutured  to  the  lower  concave  margin  of  the  wound.  Fritsch 
notes  four  successes  following  his  method.  I  myself  have  tried  it 
once  and  failed.  The  flaps  failed  to  hold  by  the  cutting  through  of 
some  stitches,  by  which  it  happened  that  the  contents  of  the  bowel 
entered  the  covered  but  not  closed  fistula,  and  prevented  healing. 
Fritsch  pronounces  his  method  unsuitable  for  larger  fistula?. 

(6)  The  method  of  sagittal  splitting  of  the  recto-vaginal  septum 
used  by  me  is  applicable  to  all  kinds  of  rectal  fistula?  in  which  it  is 
possible  to  obtain  vascular  flaps  from  the  vaginal  wall.  The  higher 
the  fistula  is  above  the  perineum  the  more  suitable  is  this  operation. 
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The  steps  of  the  operation  are  two,  to-wit,  the  splitting  of  the 
septum  and  the  suture.  It  will  he  most  to  the  point  to  descrihe  a 
typical  operation  (see  Figs.  6  and  9).  Frau  B.,  pet.  thirty-four  years, 
had  a  complete  tear  of  the  perineum  at  her  first  confinement  ten 
years  ago.    This  was  repaired  at  once.    The  perineum  healed,  but 


Fig.  fi.  Fig.  7. 


A  B  and   C  D,  sagitto- 
mediau  incision  through  the         Vaginal  flaps  separated  and  turned  back.    At  the 
vagina.    A  E  D  and  A  F  D,      bottom,  across  the  fistula,  Lauenstein's  sutures  are 
borders  of  the  undermining      applied,  as  in  1,  1,  Fig.  8. 
of  crescentic  vaginal  flaps. 


the  torn  recto- vaginal  septum  did  not,  and  a  large  recto-vaginal 
fistula  remained.  Two  attempts  had  been  made  to  close  it  by  the 
old  Simon  operation  without  success.  There  was  present  a  normal- 
looking  perineum  of  two  and  a  half  ceutirnetz'es  in  depth,  with  com- 
petent sphincter  ani.  Two  centimetres  above  the  vaginal  border 
was  located  a  fistula  of  sufficient  size  to  admit  the  passage  of  the 
little  finger. 

The  tissue  remaining  between  the  fistula  and  the  perineum  was 
sufficient  to  permit  the  intra-vaginal  operation,  which  was  accord- 
ingly done  after  the  most  thorough  antiseptic  preparation — compris- 
ing both  vaginal  and  external  disinfection. 

The  left  index-finger  was  introduced  into  the  rectum  and  the  field 
of  operation  extended  by  the  introduction  of  several  forceps  a  Cre- 
mailliere.  An  incision  was  made  both  above  and  below  the  fistula 
1.5  cm.  long,  in  the  median  line,  up  to  the  rectum,  together  with 
coincident  freeing  of  the  vaginal  flaps,  which  were  extended  uni- 
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versally  about  the  fistula,  the  mucous  membrane  being  undermined 
to  a  depth  of  from  1.2  to  1.4  cm. 

After  retraction  of  the  edges  of  the  flaps  the  fistula  lay  in  the 
midst  of  an  extensive  rhomboidal  denudation.  Exsectiou  of  the 
scar-tissue  was  not  necessary.  The  steps  by  which  closure  was 
accomplished  are  now  to  be  described. 

The  fistula  itself  was  closed,  from  the  wound  outward,  by  eight 
fine  silk  sutures  introduced,  after  Lauenstein's  method  for  plastic 
perineal  operation,1  and  so  that  each  edge  of  the  wound  pierced 
twice,  similar  to  Lembert's  intestinal  suture, 

After  clipping  away  the  ends  of  the  threads  the  vaginal  flaps  were 
closed  over  the  sutured  fistula  by  deep  silkworm-gut  aud  superficial 
silk  sutures.  There  were,  therefore,  three  rows  of  sutures :  one 
buried  and  two  closed  from  the  vagina. 

Fig.  8. 


4-  4- 

1.  1.  Buried  suture  of  the  rectal  surfaceof  fistula.    2,  2.  Deep  vaginal  sutures. 
3,  3.  Superficial  vaginal  sutures.    4,  4.  Rectal-supportive  sutures. 

The  idea  now  occurred  to  me  to  introduce  sutures  from  the  rectal 
side,  and  so  bring  together,  over  the  site  of  the  fistula,  the  folds  of 
the  rectal  mucous  membrane,  by  which  fecal  matter  would  be  kept 
from  interfering  with  the  union  of  the  flaps.  The  patient  was 
accordingly  placed  in  the  Trendelenburg  position — the  rectum 
dilated  and  the  site  of  the  fistula  exposed — after  which  the  intro- 


1  Centralbl.  fur  Gynakol.,  Bel.  x.  S.  49. 
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duction  of  the  sutures  was  easily  accomplished.  The  mucous 
membrane  of  the  bowel  was  stitched  over  the  fistula  without  any 
denudation  whatever,  by  the  simple  linear  perforation  of  the  tissues 
on  either  side  of  the  fistula,  and  the  subsequent  knotting  of  the 
sutures. 


Fig.  9. 


Closure  of  the  vaginal  incision  by  deep  sutures,  seen  from  above. 

The  fistula  was  thus  covered  over.  The  ends  of  the  sutures 
were  then  cut  off  close.  I  am  accustomed  in  all  plastic  opera- 
tions to  close  the  wound  so  carefully  and  exactly  that  its  edges 
can  scarcely  be  determined.  By  the  application  of  iodoform  and 
packing  with  iodoform  gauze  twice  or  thrice  daily  in  the  vulva — 
after  each  catheterization — the  wound  remained  dry,  and  healed 
perfectly. 

The  patient  took  twice  daily,  for  six  days,  20  drops  tr.  opii. 
The  bowels  were  moved  every  two  days.  The  wound  was  fully 
healed  at  the  end  of  sixteen  days. 

The  rectal  stitches  had  not  been  seen  up  to  this  time,  but  in  all 
probability  were  cast  off  later.  I  ask  whether  a  more  logical  or 
simple  solution  of  the  requirement  presented  than  the  above- 
described  flap  operation?  I  wish  to  call  especial  attention  here  to 
my  method  of  applying  the  sutures. 

1.  I  lay  the  greatest  stress  upon  the  suture  introduced  and  buried 
beneath  the  flaps.  The  simple  suture  is  not  here  practicable  since 
the  stitch-holes  easily  lead  into  the  rectum  and  do  not  inclose  suffi- 
cient tissue.    Only  when  the  fistula  is  exactly  closed  will  the  vaginal 
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flaps,  like  the  side  doors  of  an  altar-shrine,  exactly  approximate  in 
the  middle  line,  thus  restoring  the  natural  form.  I  must  also  say1 
that  fine  aseptic  silk  in  sufficient  quantity  can  be  buried  in  the  wound, 


Fir..  10. 


rectum. 


Vaginal  incision  closed.    Introduction  of  rectal  sutures. 

a  fact  of  great  importance  in  operations  for  the  cure  of  fistula?. 
The  silk  occupies  less  space,  is  thinner,  does  not  swell  like  catgut, 
and  yet  is  certainly  absorbed  after  a  long  time,  which,  again,  is  an 
important  consideration.    The  above-described  protective  intestinal 


1  I  use  only  the  Chinese  silk,  never  the  plaited  silk,  whose  interstices  are  pockets 
for  microbes.  I  treat  my  silk  by  boiling  in  a  5  per  cent,  solution  of  carbolic  acid,  and 
preserve  it  in  a  sublimate  solution  of  1  :  500. 
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suture  has  only  been  used  by  me  in  one  case.  I  believe  it  to  be, 
however,  so  rational  that  I  expect  to  use  it  in  all  future  cases. 

2.  Methods  of  operation  for  intestinal  fistulas  by  flap-splitting  from 
the  perineum. 

a.  Without  sagittal  splitting  of  the  perinco- vaginal  bridge. 

b.  By  previous  splitting  of  the  same.  In  the  first  division,  a, 
we  proceed  exactly  as  in  flap  perineorrhaphy  for  incomplete  rup- 
ture of  the  perineum  (second  and  third  grades),  in  which,  accord- 
ing to  the   operator's  judgment,  the   incision   must  be  either 

V  or  n — ✓-shaped,  by  which  the  vaginal  flaps  separated  from 
the  rectum  are  formed  corresponding  to  my  earlier  description. 
V.  Samml.  klin.  Vortrage  von  Volkmann,  No.  301 ;  Centralbl. 
f.  Gyuakol.,  1889,  No.  47 ;  Verhandlung  d.  Deutsch.  Gesel.  f. 
Gyn.  in  Freiburg,  1889.  Compare  also  the  paper  of  Werder,  in 
the  "  Transactions  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  1889." 

It  is  evident,  therefore,  that  both  the  bowel  and  the  flaps  are 
perforated  by  the  fistula.  In  two  cases  of  smaller  fistula?  I  paid  no 
attention  to  these  openings  and  performed  the  transverse  perineal 
operation,  taking  care,  nevertheless,  that  one  of  the  silver  sutures 
was  passed  behind  the  rectal  fistula.  In  one  case  success  followed, 
but  in  the  second  I  found  later  a  small  recto-perineal  fistula  which, 
since  it  was  located  close  to  the  anus  and  only  at  times  allowed  the 
escape  of  thin  feces,  had  never  been  noticed  by  the  patient.  The 
simple  splitting  of  the  fistulous  tract  into  the  rectum  would  result 
in  cure,  which  this  method  is  especially  legitimate  for  recto- 
perineal  fistulse.  Moreover,  I  close  also  here  recto-perineal  fisiuke 
from  the  wound  out  by  several  buried  sutures  d  la  Lembert-Lauen- 
stein.  The  perforation  in  the  vaginal  flaps  can  be  eliminated  very 
easily  by  fine  silk  sutures.  Perfect  union  results.  ( Vide  Fig.  11.) 
This  extremely  simple  method  can  be  applied  ecpually  well  both  to 
small  and  deep-seated  fistula?  as  well  as  to  vestibular  fistulse  in 
relatively  thick  perinea  with  a  functionally  perfect  sphiucter. 
Under  b  the  fistula  is  larger  aud  situated  higher,  and  consists,  in 
addition,  of  only  a  skin  perineal  fragment,  with  an  open,  relaxed 
anus  and  an  insufficient  sphincter,  from  all  of  which  the  necessity  of 
splitting  the  perineal  bridge  is  evident.  With  the  exception  of  flap- 
perineorrhaphy  this  is  entirely  analogous  to  complete  tear  of  the 
perineum  into  the  rectum;  if  this  does  not  extend  very  high,  the 
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typical  periueal  operation  with  deep  perineal  sutures  of  silver  wire 
and  superficial  vaginal,  with  several  external  rectal  stitches  of  fine 


Fig.  11. 


Simple  perineal  Hap.  A.  Anus.  1  2  3  4.  Buried  Lauenstein's  sutures  for  closure 
of  the  rectal  fistula.  5  6  7  8.  Periueal  sutures.  9  10  11.  Vaginal  sutures  to  close 
openings  in  the  vaginal  flaps. 


Fig.  12. 


Fig.  13. 


Fistula  with  only  perineal  fragment  Perineo-vaginal  bridge  torn  through. 

remaining.  R  P.  Posterior  wall  of  rectum. 

silk  w  ill  suffice.  If  the  defect  extends  higher  up  into  the  greater 
calibre  of  the  bowel,  the  tear  must  be  closed  by  buried  silk  sutures 
after  the  maimer  of  Laueustein — from  the  wound  outward.  In 
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other  cases  there  is  nothiug  to  hinder  the  primary  closing  of  the 
intestinal  tear.    (Vide  Figs.  12  to  15.)    In  this  maimer  perfect 

Fig.  14. 
A 


■ures  of 


Anterior  rectal  wall  closed  by  Lauenstein's  deep  sutures.    P  N.  Perineal  sutures. 
V  N.  Vaginal  sutures. 

union  results,  while  by  the  old  methods  by  the  more  difficult  trian- 
gular denudation,  the  results  were  never  certain.  In  twenty  cases 
of  flap-splitting  perineorrhaphy  in  complete  tears  of  the  perineum, 
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with  and  without  rectal  fistula?,  I  have  never  had  to  do  a  secondary 
operation.  In  those  horrible  cases,  fortunately  seldom  met  with,  of 
multiple  fiatvlce  of  the  bladder  and  rectum  toward  the  vagina,  it  is 
evident  that  no  hard  and  fast  rules  for  operation  can  be  laid  down. 
Under  such  circumstances  the  experience,  ingenuity,  and  patience 
of  the  operator  must  determine  the  measure  of  his  success. 

Fig.  Ifi. 


Position  of  sutures  after  completed  operation.    Ends  of  the  silver-wire  sutures 
protected  by  shot. 

Also  in  high-lying  fistulce  of  the  posterior  vaginal  roof  the  same 
may  be  said.  Up  to  the  present  time  our  operative  resources  were 
limited,  but  now  it  is  to  be  hoped  that  by  the  present  advanced 
technique  a  great  change  may  be  wrought.  I  myself  have  had  but 
one  such  puzzling  case  during  five  years.  An  enormous  pelvi- 
peritoneal  exudate  concomitantly  penetrated  both  rectum  and  vagina. 

There  remained  in  the  posterior  vaginal  roof  a  fistulous  opening 
the  size  of  the  thumb-nail,  surrounded  by  a  hard  cicatricial  margiu, 
communicating:  with  the  rectum.  Above  Douglas's  cul-de-sac  the 
vagina  was  roofed  over  by  fibrous  masses.  The  entire  contents  of 
the  bowel  were  discharged  through  the  vagina. 

Before  the  patient  came  into  my  hands  she  had  been  treated 
several  years.  Her  general  condition  was  poor,  and  she  suffered 
from  chronic  nephritis.  I  first  attempted  to  tampon 'the  fistula  by 
iodoform  gauze  and  afterward  by  inserting  a  colpeuryuter  into 
the  vagina  with  a  view  of  softening  the  cicatricial  tissue,  as  well  as 
to  determine  whether  the  opening  could  be  closed  by  any  procedure 
under  the  control  of  the  patient  herself.    This  was  in  a  measure 


TREATMENT    OF    RECTO-VAGINAL  FISTULA 


373 


successful.  The  patient,  however,  suffered  intense  abdominal  pain, 
and  became  feverish  each  time  the  colpeurynter  was  allowed  to 
remain  in  situ  for  more  than  a  day.  A  direct  plastic  operation 
upon  the  fistula  was  out  of  the  question,  both  on  account  of  its 
high  location  and  also  on  account  of  the  cicatricial  nature  of  its 
edges.  All  previous  attempts  in  that  direction  had  met  with  no 
success,  and  for  that  reason  I  finally  decided  to  perform  kolpo- 
kleisis.    The  patient  died  of  uremia  two  days  after  the  operation. 

Winckel  observed  spontaneous  closure  of  a  fistula  situated  at  the 
cervico-vaginal  junction  posterior  by  adhesions  of  the  border  of  the 
small  intestine.  In  order  to  understand  this  method  of  healing, 
one  must  remember  that  these  fistula?  usually  extend  into  Douglas's 
pouch,  and  that  ordinarily  it  is  taken  up  by  cicatricial  tissue  or 
exudates  around  the  perforation,  so  that  it  is  rare  for  a  case  to  occur 
in  which  the  small  intestine  can  come  into  relation  with  the  fistula. 

In  a  further  communication  of  Chrobak's  a  fistula  was  closed  by 
the  adhesions  of  a  retroflexed  uterus;  but  this  manner  of  closure  is 
so  rare  that  it  cannot  be  depended  upon,  nevertheless  the  case  sug- 
gests the  method  to  be  followed  out  when  operation  is  resorted  to, 
to  wit,  drawing  down  the  uterus  to  fill  up  the  fistulous  opening, 
and  when  the  organ  is  already  retroverted,  its  suture  in  this  posi- 
tion can  offer  no  great  difficulty.  When  the  fistula  is  the  result  of 
the  breaking  through  of  a  suppurating  ectopic  sac  or  of  a  dermoid 
cyst,  these  growths  should  be  removed  by  abdominal  section,  and 
their  sacs  stitched  to  the  external  abdominal  opening.  This  is  ren- 
dered more  easy  by  the  high  pelvic  position  during  operation.  In 
order  to  prevent  failure  of  closure  by  slipping  of  the  stitches,  it  is 
necessary  to  make  use  of  intra-abdominal  tampons  of  gauze  through 
the  abdominal  incision.  Another  method  promises  much  for  the 
future,  to  wit,  perineotomy  (vide  my  article,  Archiv  f.  Gyn.,  vol. 
xxxvii.);  it  is  done  iu  the  following  manner:  First  there  is  trans- 
verse splitting  of  the  perineum,  with  complete  separation  of  the 
vagina  from  the  rectum  if  it  is  necessary,  followed  by  partial  cut- 
ting through  of  the  levator  ani.  This  is  followed  by  the  closure 
of  the  opening  into  the  vagina  through  the  drawing  down  of  the 
portio-vaginalis.  Subsequently  the  vaginal  wound  is  sutured,  the 
whole  to  be  followed  by  after-treatment  with  iodoform  gauze. 

Latterly  my  observations  have  led  me  to  operate  not  only  for 
fistula?  of  the  posterior  vaginal  wall  by  transverse  perineotomy, 
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but  also  iu  those  lying  high  in  the  rectum.  In  my  paper  cited 
above  I  have  mentioned  a  case  in  which  the  matter  expelled  from 
the  rectum  was  pus  mingled  with  hair,  from  which  I  concluded 
that  a  dermoid  had  suppurated  into  the  rectum.  The  patient  came 
into  my  hands  after  a  further  discharge  of  hair  had  taken  place. 
A  careful  examination  corroborated  my  supposition.  The  fistula 
was  of  roseate  shape,  drawn  inward,  high  up  in  the  posterior  vag- 
inal roof  on  the  anterior  border  of  the  rectum.  I  determined  to 
remove  the  cyst-wall  by  perineotomy.  After  splitting  of  the  pelvic 
Hoor  from  oue  ischiatic  protuberance  to  the  other,  the  vagina  in  a 
few  minutes  was  separated  from  the  rectum,  and  a  wound  was  pres- 
ent into  which  I  could  easily  insert  my  double  fist,  in  spite  of  the 
fact  that  the  levator  aui  was  not  cut  into  but  only  pushed  aside.  I 
now  met  remarkably  hard  tumorous  masses  in  the  subperitoneal 
pelvic  space,  so  that  further  advance  was  impossible.  After  unsuc- 
cessful attempts  to  enter,  the  thin  anterior  wall  of  the  rectum  tore 
through  about  two  centimetres  in  length.  The  tear  was  immedi- 
ately closed  by  numerous  fine  stitches.  This  closure  was  found  to 
be  water-tight  by  repeated  filling  of  the  rectum  with  water.  The 
recto-vaginal  space  was  loosely  packed  with  iodoform  gauze  and  the 
perineal  wound  reduced  by  several  deep  silver  sutures.  The  patient 
was  kept  under  opium  for  six  days.  When  castor  oil  was  given 
she  had  thin  evacuations  through  the  perineal  wound.  This  was 
repeated  at  intervals  of  five  days,  and  numerous  discharges  followed 
during  this  period  through  the  fistulous  opening.  After  about  five 
weeks  the  whole  wound  was  entirely  cicatrized  without  any  rem- 
nant of  the  perineal  fistula.  From  the  circumstance  that  not  a 
single  silk  suture  was  cast  off",  one  can  well  come  to  the  conclusion 
that  only  a  small  opening  had  been  formed  in  the  line  of  the  suture, 
and  that  this  afterward  was  closed  by  granulation  and  the  reunion 
of  the  vagina  and  rectum. 

Certain  it  is,  that  the  conditions  here  described  are  identical  with 
those  found  when  a  perineotomy  is  done  by  entire  separation  of  the 
vagina  from  the  rectum.  By  this  means  it  is  practicable  to  reach 
the  upper  edge  of  the  fistulous  opening — and  I  am  convinced  that 
this  is  possible  in  most  cases — and  accordingly  it  must  be  very  easy 
to  close  the  wound  from  the  surface  presenting.  The  reason  that 
the  reconstructed  vagina  affords  a  better  covering  for  the  rectum, 
so  that  in  case  suture  of  the  latter  should  partially  give  way,  there 


TREATMENT   OF    RECTO-VAGINAL  FISTULA. 


375 


would  only  remain  a  recto-perineal  fistula,  whose  closure  could  be 
expected  by  granulation  and  cicatricial  contraction. 

With  this  I  close  my  communication,  with  the  consciousness  that 
I  have  advauced  many  ideas  which  are  suggestive  of  operative  pro- 
cedure on  new  lines.  A  remark  I  would  not  venture  did  1  not 
believe  that  the  point  of  view  in  the  most  advanced  and  latest  dis- 
cussions upon  the  subject,  as  in  Pozzi's  treatise  upon  gynecology, 
as  well  as  that  of  Edward  W.  Jeuks,  in  the  American  System  oj 
Gynecology,  vol.  ii.,  justifies  the  expression. 
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